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V1 


INTRODUCTION 


About four decades ago, health education activities were initiated by WHO and its Regional 
Office for South-East Asia as part of WHO’s programme of work. Member States responded 
by establishing an appropriate health education infrastructure, developing manpower and 
providing services within their respective ministries of health. 


Over the years, several regional and national meetings on health education have been 
convened to create awareness of new and changing concepts, to gain knowledge and skills, and 
to improve planning, implementation and evaluation of health education training, services and 
research. 


The Alma-Ata Declaration in 1978, which highlighted the fact that the HFA/2000 goal 
could be achieved through the primary health care approach, provided wider opportunities for 
health education action. In addition to health education of the people, ensuring people’s 
involvement and participation in health action fell in the domain of health education as also did 
initiating and maintaining linkages between other PHC programmes and establishing 
intersectoral linkages for health. 


The meeting in New Delhi in 1989, following the meeting in Riga 10 years after Alma-Ata, 
was held to chart the course of action in the South-East Asia Region, and focused on intensifying 
social and political action for health for all. One area identified for intensified action was social 
mobilization through people’s empowerment — an area that calls for the attention of health 
education offices in the ministries of health. 


The fortieth Regional Committee in 1987 passed a resolution that endorsed the 
recommendations made at the technical discussions on Information and Education for Health 
in support of Health For All by the year 2000 and urged Member States to make appropriate 
changes in respect of policies, strategies, approaches and resource allocations to strengthen 
IEH to provide effective support to HFA/2000, especially in the context of IEH training, media, 
research and better integration in all elements of the PHC programme. 


As a fitting sequel to the above events in the South-East Asia Region and to respond to 
the call for action, it was relevant and desirable to convene an intercountry consultation on 
health education strategies in the context of HFA/2000 at the start of the new decade. 


In view of the urgency for preventing and controlling AIDS in the Region and the major 
role that communication plays in doing so, it was appropriate to make a special reference to 
this subject during the Consultation. 


HEALTH EDUCATION STRATEGIES IN SOUTH-EAST ASIA 


2. 


» 


SPECIFIC OBJECTIVES OF THE CONSULTATION 
The Consultation had three specific objectives: 


(a) To effect realization among participants that current strategies need oo that 
new approaches need to be developed for the nineties to make health e ucation more 
relevant and effective in the context of PHC and HFA/2000 and specifically in the 
prevention and control of AIDS in South-East Asia. 


(b) To review the communications activities of the national AIDS programmes in the 
context of their future directions. 


(c) To discuss and draw up an action plan in the four broad areas of 


— social mobilization : 
— health communications 
— school health education 


— jntrasectoral linkages between health education and other national health 
programmes 


AGENDA 


The Agenda was arranged and sequenced in such a manner as to expose participants to the 
various challenges faced by health education in the context of PHC and HFA/2000 and in 
relation to the existing status of health education activities in the Member States of the 
South-East Asia Region. In the first part of the Consultation, four broad health education 
strategy areas — social mobilization, more effective health communication, school health 
education, and intrasectoral linkages between health education and other health programmes 
— were addressed through plenary sessions, panel discussions and group work in order to 


identify strategies to make health education more effective and to develop a framework to 
translate strategies into action. 


The second half of the Consultation focused on communication for AIDS prevention and 
control, beginning with an overview of activities at global, regional and national levels, followed 
by discussions through group work on issues and challenges in AIDS communication and how 
to meet the challenges. The processes involved in communicating a sexual theme were expressed 


through a panel discussion and demonstrated through a mime performance on AIDS which was 
staged for the participants. 


On the final day, participants drew up country plans enumerating strategies and activities 
that were relevant and feasible to their country situation and which incorporated AIDS 
communications. It was hoped that these plans would be used by health education authorities 
in the respective countries as a basis for further discussion with their colleagues and 
administrators regarding support and action to make health education more effective. Films 


produced by WHO and the participating countries were screened as an optional activity during 
lunch breaks (see Annex 1 for the Agenda). 
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PARTICIPANTS 


Twenty-five participants from all the 11 Member States of the South-East Asia Region attended 
the Consultation. Of the participants, nine were Chiefs of Health Education at the national level 
in their respective countries. In addition, there were 5 temporary advisors, and representatives 
of UNICEF and UNESCO. Both Regional Office and Headquarters staff served on the 
Secretariat (see Annex 2 for List of Participants ). 


PRE-CONSULTATION PREPARATIONS 


A background paper titled “Health Education in South-East Asia: An Overview and Future 
Perspective” was prepared by a short-term consultant; it was based on WHO documents and 
specifically on the country reports received from 10 countries of the Region. The latter reports 
had been specially commissioned for the Consultation with information requested under the 
following headings: Objectives of Health Education; Strategies/Programmes/Activities carried 
out to meet objectives; Factors that contributed to objectives being met (fully or partially) at 
policy and operational levels; Obstacles and constraints; Initiatives in social mobilization, health 
communication, school health education, intrasectoral linkages between health education and 
other health programmes. 


A review of these reports is given in Section 9. 


INAUGURAL SESSION 


The meeting was inaugurated by Dr U Ko Ko, Regional Director. In his opening address, he 
stated that even though significant progress had been made in the past few years towards 
improvement of the health status of people, a lot remained to be done: “Infant mortality rates 
are still high in many countries, maternal deaths have not significantly declined, diarrhoeas 
continue to claim many young lives, HIV infection is spreading and non-communicable diseases 
including accidents are on the rise. In approaching these problems and the challenges they pose, 
health educators must necessarily be pro-active, and must aggressively address themselves to 
such issues.” 


“Today, the older health education models are being challenged. In their efforts to enable 
people to make wise health choices and to act on them, health educators are increasingly aware 
of the use of approaches leading to social mobilization, social marketing of health and 
community empowerment. There is a clear role for health education for advocacy for health, in 
health promotion, in development of healthy lifestyles, in health for all leadership, in mobilizing 
community resources and social forces to provide a social climate for health and to empower 
people with knowledge to realise the social goal of HFA/2000.” 


The Regional Director hoped that the Consultation would discuss health education 
strategies in an atmosphere of frank exchange, creative thinking, and a renewed commitment 
to give to health education a place of prime importance in promoting individual, family and 
community self-reliance and in enabling people to become full partners in achieving HFA/2000. 
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qs NOMINATION OF OFFICE BEARERS 
The following office bearers were nominated: 

From 10 to 12 December 1990 
Chairperson : Dr I.B. Mantra 
Co-Chairperson: Dr (Mrs) N.A. Nath 
Rapporteur : Dr Daw Yin Yin May 

From 13 to 15 December 1990 
Chairperson : Dr S.W.M. Perera 
Co-Chairperson : Mr C.B. Thapa 
Rapporteur : Ms Husna Razee 


8. HEALTH EDUCATION STRATEGIES IN SOUTH-EAST ASIA: 
MEETING THE CHALLENGES 


A keynote address on the above topic was delivered by Dr V. Ramakrishna (see Annex 3 for 
full text). The conception of health to be attained through PHC, he said, should be built around 
a comprehensive social, cultural, mental, biological, economical, physical, and spiritual 
environment involving the government, NGOs and people as equal partners. 


Education is necessary for human development and to maximize the potential of man. 
Health education is a marriage between health and education and an integral part of all PHC 
programmes. There is, at present, either a lack of or poor knowledge of PHC at the operational 
level both among health workers and in the community. Strong commitment and will for PHC 
is still lacking among administrators and policy makers and among medical officers/health 
workers. 


In his address, Dr Ramakrishna drew attention to the holistic approach of health 
emphasized in the past, when culture and religion in the Region played a vital role in promoting 
health, and called for people’s participation and support in healthy living. This approach was 
lost to a great degree over the years of subjugation. A better understanding of health, as 


perceived by the people and their traditional values, is most essential for health workers to work 
effectively, he said. 


The paper focused on people as an asset in every country, and on the rich culture in the 
Region which are both valuable resources for health development. In the context of health, lack 


of knowledge or ignorance and lack of skill and ability were forms of poverty worse than lack 
of money. 


When the educational components of other health programmes addressed to malaria, 
family planning, etc. are reviewed, they reveal a gap between people’s awareness and practice. 
Serious work is needed to find ways to bridge this gap, taking note of past mistakes and successes. 


Health education, he also pointed out, should focus on total development and not only on 
Primary Health Care. He emphasized the role and status of women in promoting total 
development and in making significant contributions towards achieving PHC targets. He cited 
examples where mobilization of students, community leaders and other groups had brought 
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about health and development activities. There are many isolated experiences that raise hope 
that PHC can be successful with the involvement of people. 


The presentation pointed out the need for further development and use of lay human 
resources such as mothers and grandmothers, who are the first health educators within the 


family. 


The address focused on the need for health workers to know and understand the local 
culture, life styles, resources, existing communication channels including folk media; to 
understand the important aspects of other programmes; to develop a sense of commitment and 
leadership and to develop an alliance and partnership with community groups. 


The challenges were in operationalizing primary health care, developing dynamic 
leadership for PHC at all levels in the community and in the health system, and in undertaking 
systematic planning for health education which must include action-oriented research to make 
health education efficient and effective and for developing appropriate technology. 


AN OVERVIEW OF AND FUTURE PERSPECTIVES FOR HEALTH 
EDUCATION IN SOUTH-EAST ASIA 


U Min Swe, Short-term Consultant to the meeting, presented a background paper entitled 
“Health Education in South-East Asia: an overview and future perspectives” (see Annex 4 for 
full text). Major areas covered by the paper were: WHO collaboration for the support of 
:nformation and education for health, development of health education in Member States and 
perspectives for the future. 


Elaborating WHO’s collaborative efforts, references to health education in WHO’s 
constitution were cited and various WHO resolutions were recalled as also the directives in two 
expert committee reports on health education. The paper drew attention to some significant 
global and regional meetings which had relevance to health education. It was pointed out that 
the South-East Asia Regional Office of WHO has, over the past four decades, made concerted 
efforts to support its Member States in developing health education as an integral part of their 
respective ministries of health and, in many cases, ministries of education as well. To initiate 
and strengthen capability for health education in the community, schools and the work place, 
WHO has organized intercountry consultations and workshops, supported national level 
meetings, ensured manpower development through fellowships for professional studies and 
visits, provided expertise through consultants and advisers, supplied equipment, audio-visual 
materials and books and entered into joint partnerships with national governments to provide 
technical and financial support to substantial health education projects addressing 
infrastructure, manpower and programme development. 


The paper mentioned that the emergence of certain health problems calling for urgent and 
concerted action such as HIV infection and AIDS has had an impact in the Region on health 


education. 


Information from the country review reports were analyzed and presented in the paper 


under policy and directives, infrastructure and manpower, objectives, strategies and activities 
and initiatives in selected strategic areas. Some major constraints and obstacles were also listed. 
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participation as one of its objectives, but no country 
claims that this objective has been met. Some successful outcomes are reported, especially in 
the area of raising health awareness, and have been attributed to: strategies related to the 
strengthening and expanding of health education structures and organizations within the 
countries, policy support and direction from ministries of health and the programme and 
activities carried out in the areas of training, material production, use of media (both mass media 
and folk media), behavioural research, mobile units to reach the under-reached, involving 
community leaders in health education, and intersectoral collaboration with education, media, 


NGOs, women’s groups and others. 


Almost every country lists community 


However, it is recognized that a lot still remains to be done. 
Initiatives undertaken under the four specific strategic areas are: 


Social mobilization efforts involve community leaders and other groups (like local leaders, 
community health volunteers, women and youth groups) to impart information and education. 
There are however no reports of efforts at advocacy by health educators at the policy level. 


In Health Communications, all countries report fairly extensive material production — 
posters, films, bill boards, slides, etc. However, there is no information on their communication 
value, how they have been used and whether they have been sufficiently tested before use or if 
they have been evaluated. Mass media are being used increasingly in the countries but there is 
little feedback on how they are being received. The use of folk media is reported by only a few 
countries. 


Interpersonal communication is still regarded as a very potent channel for communication. 
Some countries have talked of social marketing, village paper projects, village public address 
systems and peer group approaches. 


Regarding School Health Education, there is a long tradition of school health services in 
the countries of the Region and of school health education as part of intersectoral collaboration 
between the Ministry of Health and the Ministry of Education. 


Countries differ in the extent of school health education but what is common is that there 
is health instruction and a school health curriculum at primary, secondary and high school levels 
with concomitant teacher’s training. 


The “little doctors” programme in Indonesia is innovative in its approach. In India too, 


various unconventional approaches are being tried to bring school health education more in 
tune with PHC needs. 


Intrasectoral linkages between health education and other health programmes are strong in 
some countries, and weak in others. The traditional areas for linkages have been with MCH/FP, 
EPI, Malaria, Leprosy, Tuberculosis, Nutrition and now AIDS. 


The obstacles and constraints to health education in countries were listed as: 


Weak IEH organization; lack of coordination and inadequate technical direction and 
guidance from above, as well as non-involvement of the health education service in 
high level decisions on health education policy and strategy; weak intrasectoral 
linkages; inadequate allotment of finances, budget cuts and diversion of resources 
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from health education to other programmes, non-availability of transportation and 
fuel for effective population coverage and supervision; absence of health educators 
at the health centres, flight of qualified health educators to other programmes 
attracted by possibilities for upper career mobility, growing demands on health 
education that cannot be met because of limited staff and resources, non-utilization 
or improper utilization of trained health educators; ineffective supervision; lack of 
opportunity to get oriented to new concepts; lack of adequate equipment and 
facilities at the district and lower levels; dependence on other departments for 
materials production and the problem of convincing them to consider people’s needs; 
lack of or poor understanding of the social and behavioural sciences among 
decision-makers that prevents them from appreciating educational inputs in health 
development; lack of facilities for behavioural and education research and for 
documentation that can bring about credibility for health education; persistence of 
decision-makers in perceiving health education as confined to audio-visual and media 
activities; unsettled political situations and problems of distance and difficult terrain. 


The paper concluded with perspectives for the future covering policies and strategies, 
people and development, structure and systems, technologies and research. It was suggested 
that the experience of health education in informing and educating people must be further built 
upon to advocate health to decision-makers. 


Re-examining health strategies and plans of action with a view to revising them and 
including appropriate health education components was also stated as being most essential for 
the success of programmes. Advocacy at another level, with community leaders to take up health 
issues seriously and to mobilize themselves for action, is another area to be considered. 
Encouraging people to communicate with the health services and among themselves is vital. 


Empowering the people for health action, the paper said, is not confined to providing 
information and persuading them to act. It involves working with them and knowing their 
potential to be self-reliant. 


Communication for health, as it exists now, is not adequate either in terms of population 
coverage or in content and quality. Interpersonal communication and use of media for 
conveying health messages need to be examined, renewed, strengthened and systematized. 


Attention must be directed at renewing and strengthening health education activities at 
the district level. 


New approaches in health education, the paper said, call for a review in the existing training 
programmes and plans for human resource development. The effective training, placement and 
use of health education personnel should receive priority attention to ensure best results. 


It was pointed out that there is a need to study behavioural determinants of health as well 
as educational interventions for effectiveness and for designing simpler and more appropriate 
action-linked studies. Better utilization of findings from research undertaken over the years, for 
example on reproductive behaviour, child development, and dietary habits, is important. 
Monitoring and evaluation are areas that must be incorporated in health education plans. 
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10. 


SELECTED HEALTH EDUCATION STRATEGIES 
FOR THE NINETIES 


The Consultation deliberated upon four broad strategic areas which are relevant e health 
education practice, namely: social mobilization, health communication, school healthe naed 
and intrasectoral linkages between health education and other health programmes. A ter a 
“lead paper” presentation on each of these areas, discussion in groups were held to identify 
effective strategies and to look at some major activities for the strategies identified. Outcomes 


are described as under: 


10.1 Social Mobilization for Health 


A Paper on “Social Mobilization for Health” was presented by Mr H.S. Dhillon, Director, 
Division of Health Education, WHO/HO (see Annex 5 for full text). It was stated that even 
though health education had reached a status and level to be proud of, it is time to undertake 
critical introspection to assess performance in mobilizing communities for health action. Health 
educators have, over the years, built a rich body of knowledge, of both theory and practice in 
health education based on advances in behavioural and health sciences. In many countries, a 
network of institutions for postgraduate training and research in health education has been 
developed. Some success stories have been reported. However, many of these have been 
small-scale initiatives scattered in isolated projects. Recently, frustration has been growing 
among health educators on their inability to function fully applying PHC principles for achieving 
HFA/2000. Their influence over policy and decision-makers has been weak and they also do 
not have the back-up of adequate resources for new initiatives. 


Traditionally, health educators, often timid, have worked in isolation, managing with poor 
resources, and failing to embark on new and bold initiatives. Extensive experience has been 
gained working at community levels but it is time that health educators initiated advocacy efforts 
directed at policy making levels for resources and other support. There is a need to build public 
pressure for health in the ensuing years, by increasing awareness of health and development. 
Health educators must respond to this movement and advocate the placing of health on the 
public agenda, understanding health to be a political asset and empowering people to make 
health related demands. Health educators must take the role of activists through advocacy, 
social networking and promotion of health literacy. Social networking must build alliances and 
partnerships with organizations such as trade unions, youth and teachers organizations, 
professional bodies, non-governmental organizations, political and religious groups and with 
other development sectors such as education, media and agriculture. 


Social marketing techniques must be explored, overcoming the shyness to use the language 
and techniques associated with commerce and material profits. Social marketing in health must 
be seen as expanding the market share of health through advertising, sales and outlet networks 
as well as creating a demand for health ensuring that services and resources are available and 
that there is consumer satisfaction in products, prices, packaging and distribution. 


Health educators were urged to consider new and alternate techniques with enlightened 
self-interest, sometimes entailing risk-taking action inherent in many development initiatives. 
The challenge of AIDS, with its multidimensional issues, must be used as a great opportunity 
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for health educators to move out from conventional thinking and techniques to new, innovative 
approaches and planned strategies to meet the challenge. 


Following the presentation, the group discussed strategies for social mobilization and felt 
that it was important to first re-define the problems and obstacles faced in mobilizing society 
for health action as also the assets and resources that support mobilization. 


Problems and obstacles that restrict social mobilization were listed as: 


(a) 
(b) 
(c) 
(d) 
(e) 


(f) 


() 


Politicians and the community give low priority to health issues. 

Health is often viewed in isolation from other welfare and development issues. 
Involvement of other sectors in health matters is low. 

Health programmes are disease-focused, ignoring people’s health needs. 


There is a tendency to focus on problems and not on existing assets/strengths/ 
resources. 


There is distortion of priorities. While lack of material resources is complained of, 
people as valuable resources is ignored. 


There is general resistance to any form of change in traditional communities. 


There are political and moral obstacles in mobilizing the community for certain health 
issues such as AIDS. 


Indoctrination of the people without considering their strengths and weaknesses is 
often mistaken for empowerment. 


Incentives are absent for effective health education inputs; not enough recognition is 
given to the good work of health educators. 


Assets/resources that support social mobilization were listed as: 


(a) 


(b) 
(c) 
(d) 
(c) 


(f) 


Rapid advances in technology related to health, behavioural sciences, communication 


and education. 

Progress in socio-economic development with positive impact on health. 
Increasing concern among the general population for improving the quality of life. 
Policy statements on development and social wellbeing that support health. 


Existing infrastructures including traditional societal systems and formal systems that 
support action for health. 


Existing positive self-care practices that contribute to prevention, treatment and 


promotion of health. 


A framework of strategies and activities for strengthening mobilization for health was 
considered under both policy and operational levels as a group work exercise and reported as 


follows: 
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Policy level 


(a) 


(b) 


(c) 


(d) 


(e) 


tive of health and people’s involvement, convincing 


formulating policies suppor 
a ee economic development must be made 


data on the impact of health problems on socio- | 
available to the planning commission, and members of parliament, packaged in a 


i i ivi i ion. Orientation seminars 
simple and attractive form giving clear options for action. Orientatio : 


national policy workshops and high-level meetings are being used in some countries 
to inform policy makers. In addition to technocrats, NGOs, research and academic 


institutions have an advocacy role to play. 


Simultaneously, public opinion supporting health issues must be created and public 
pressure built using the mass media and inputs from intellectuals and community 


leaders. 


Political parties must be informed and convinced to focus on health issues and helped 
to incorporate health action in their party manifestoes. 


Health must be presented as an essential component in meeting the basic needs of 
people. 


Mechanisms must be established for the expedient translation of national policy into 
plans, programmes and activities with adequate resource mobilization including 
careful monitoring of progress at each stage. Policies not relevant to current situations 
must be revised. 


Operational level 


For effective operations at the field level, greater commitment with a change in attitudes were 
considered essential among government functionaries. 


(a) 


(b) 


(c) 


(d) 


(c) 


(f) 


Training of personnel should include instilling a sense of purpose and commitment to 
national development — health workers must be motivated to serve as team members 
to achieve a vital national goal. 


Officers must realize that they are not only providers of service but are supporters and 
educators of the people. They must change their attitudes and approaches from 


ordering and informing people to seeking their cooperation and enabling them to 
participate. 


People should be involved and be active in their self-development and self-care and 
not be seen as mere clients of a service. 


Community organizations, NGOs and leaders must be prepared and supported to act 
for health. Women, youth and student organizations must also be actively involved. 


People’s organizations must be represented and allowed to participate in district level 
planning, implementation and evaluation. 


Grassroot level leaders and organizations must be provided with education on rational 
and scientific health care and shown successful programmes to enable them to learn 
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through the experience of others. The Thai experience in joint planning by officials 
and the people at the village level to meet basic needs is worth examining. 


. Entry points into the community and interventions that encourage greater community 
interest and participation were given consideration. It was suggested that health services be 
optimized for increasing credibility with the people without raising their expectations; that 
different allies for health in the community be identified and effective networks created; that 
health educators be equipped with appropriate skills to make them effective with people and 
that mechanisms be created to make the health services accountable to the people. 


Resources identified for undertaking social mobilization include resources from the 
central and local government, NGOs, international and bilateral agencies, human resources in 
the community like TBAs and local medical practitioners including practitioners of indigenous 
systems of medicine, local community groups, technical expertise in universities and other 
research institutions, organizations such as banks and insurance companies with directives to 
support health and related issues, and industrial houses with interest in national development 
projects. 


The national health education bureaus must take the lead in initiating dialogues and 
mobilizing health action in the community. 


10.2. More Effective Health Communications 


A panel presentation was made on how communications for health can be made more effective. 
Areas covered by the panelists were: broad issues in health education, better use of media, and 
communications research. 


The panelists were: Dr Saroj S. Jha, Mr P.V. Krishnamurthy, Dr J. Grossman. Dr Jha 
presented three broad issues in health communications, viz., the process, the means or methods, 
and the support needed. 


The process of communication, it was stated, is a complex one but has been oversimplified 
by many people including health educators. Within medico-public health models, 
communication has meant a one-way, downward flow of information to the people that has not 
changed behaviour nor made health a political asset for policy makers or helped in mobilizing 
communities to become partners in health. An effective strategy for communication, it was 
stated, must involve the community in the entire process, from planning to evaluation. 


In discussing means/methods, it was pointed out that a two-way dialogue was far more 
effective than didactic forms of communication. The need to borrow techniques from other 
fields was emphasized including persuasion techniques from such fields as advertising and 
public relations and social marketing techniques to create a demand for health action. Mass 
media communication had a role in advocacy aimed at policy and decision makers and, when 
used as a reinforcing agent with other communication methods and support in the community, 


could be effective. 


12 HEALTH EDUCATION STRATEGIES IN SOUTH-EAST ASIA 


ommunication support, both technical and content support are needed. 


i rd toc 
With rega tion, inadequate resources and 


This has suffered due to inadequate policy and organiza 


inadequate training. 


In conclusion, it was stressed that health educators must be teachers, learners and 
facilitators. And the community must be learners and teachers as well. 


Mr Krishnamurthy focused on the appropriate use of the media in health communications. 
The importance of knowing the audience was stressed. Audience research in assessing audience 
need is critical so also is pretesting a programme and establishing a mechanism for audience 
feedback. It was also pointed out that radio and television have scope to raise the image of field 
level workers by actively involving them in producing programmes and by reinforcing the 
messages they give to the people. Training to support media production, including media 


orientation courses for health personnel, was recommended. . 


Dr J. Grossman, while discussing communication research, pointed out that there is today 
a different way of looking at the world, with different values and different ideas about what is 
good and can be formulated as a paradigm. Research, he stated, is not exclusive. All people can 
be researchers and all people have the ability to use their understanding. Research however 
should be more relevant and its findings should be shared with others. It is important that 
research be translated into a broad theory and applied locally to genuine practice. Dr Grossman 
stressed that research questions should be asked in a way that they can be answered and provide 
clarification and not with the intention of manipulating people. There is a need to explore the 
gap between what we as health educators say we stand for and the work we actually do. Dr 
Grossman also stressed the need for more “listening” than “telling” and the need for integrity, 
critical thinking, and a willingness to change beliefs. 


Participants in the group dealing with health communications felt that, before identifying 
effective strategies, yardsticks to measure effectiveness of communication must be first specified, 
for example, the extent to which person-to-person communication exists, the degree of 
involvement of mass media, the effectiveness of modern audio visual and traditional media in 
health communication, the people’s demand for health services and extent of their utilization, 
the extent to which felt and actual needs are similar, the commitment of decision-makers and 
financial allocations made by them, and the extent of community participation in health action. 


A number of strategies and activities within a framework for making health communications 
more effective were listed. These included: 


(a) Greater involvement of mothers in health communication, for example through 
mothers’ groups, in the planning, implementation and evaluation of communication. 


(b) Involving more female health workers at grassroots level as educators to work with 
and educate women. 


(c) Building alliances with NGOs, scouts, youth groups, women’s groups, etc., who have 
a wide scope to communicate health; and more involvement of religious leaders to 
endorse health activities and to take an active part in communicating for health. 
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in working with community groups. 


(d) It was suggested that one lay health communication person be selected by the village 


(e) 


(f) 


(g) 


(h) 


(i) 


(j) 


(k) 


community for ten households. Free health services to these communicators may be 
offered as incentives. 


The positive experiences in bringing about technical cooperation between villages, in 
some countries, should be replicated. 


Establishment of an infrastructure for effective production and dissemination of 
health education materials. 


Greater use of live, health related programmes on radio and television involving the 
people; utilizing existing popular radio/TV programmes for incorporating health 
communication, and encouraging local radio stations to relay health messages. 


Greater use of songs, jingles, TV serials, etc., for giving health messages; use of popular 
artists to communicate for health; and wider use of folk media. 


Greater attention to timing of messages — ©.8. broadcast messages on diarrhoea 
prevention just before the rainy season. 


Greater use of mobile health education teams to educate those who are not being 


reached. 


More careful use of interpersonal communication, with options to reinforce this with 


mass media messages. 
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_. Orientng the Media To Health Sri Lanka 


(m) Organizing regul 
gular meetings of fiel 
evaluating health ES ield workers to exchange information and for 


(n) Providing trainin 
g in communicati 
ean on skills to health trainers through district mobile 


(0) Establishing h 
g health counselling centr 
es in school 
facilities to meet the needs of special population ae theses = and other public 


Int i saber 
e) eager legislation that supports better communication for health. 
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Having looked at strategies, some innovative approaches in health communication were 
listed by the group. These included: 


(a) Involvement of a team comprising media producers, policy makers, field workers, 
subject matter specialists and members of the community in a workshop to enable a 
realistic interface between them for producing educational materials. 


(b) Use of well planned educational approaches with an integrated multi-media thrust to 
address each health issue instead of isolated and uncoordinated communication 
inputs. 


(c) Use of entertainment to incorporate health communication. 
(d) Use of social marketing principles to enhance health education inputs. 


(ec) Use of the campaign approach in health programmes with inter, and \intrasectoral 
collaboration and involvement of the private sector to bring about accelerated heath: 
: * 


action and a more conducive level of achievement for routine services... ».~ oy 
10.3 School Health Education \s. 


Ae aa e: > “2 

Mr Thomas Oommen, former Assistant Director (Health), Ministry: 6f Bdutation; Malaysia, 
focused on major aspects of the school health programme. After referring to the evolution of 
health education, Mr Oommen elaborated some of the major issues in this area (see Annex 6 


for full text). 


Some general issues that needed to be considered were that health must be taught by the 
teachers and not by the health educator. Mostly, however, teachers were ill prepared to provide 
health education and there was a lack of teaching and learning materials. Also, very low priority 
was given to health education, which was a non-examination subject. 


However, school health education today is being increasingly recognized and accepted by 
both the health and education personnel. 


School health education offers opportunities to develop attitudes and skills within the 
context of local, cultural and social values and enables students to understand problems and 


issues calling for responsible decisions. 


A brief overview of the important role that school health education can play in the 
prevention and control of AIDS was discussed. Such a programme would also be instrumental 
in promoting core health issues such as evaluation of health learning, human relations, human 
sexuality, family life, responsible parenthood, and learning local and cultural values. AIDS 
education programmes must follow competent planning, curriculum and guidelines 
development, and monitoring, and, of course, must have policy backing. 


Some other issues and problems on school health education were presented for 


consideration and action. 
_ How to facilitate the further development of a health education programme at 
the school level, based on national policies and guidelines. 
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How advocacy for school health education in Member countries can be 
strengthened. : . 

— Howthe problem of lack of suitable teaching-learning materials can be overcome 
at the local school, and national and inter-country levels. 

How the need for innovative in-service teacher education programmes can be 
met. . 

How better evaluation of school health education — process, impact and outcome 
— can be effected. 


Mr Oommen recommended that there be a health movement in schools supported by 
WHO and UNESCO offering opportunities for children to be involved in health both in the 
school and in the community. 


The presentation was followed bya discussion in which participants highlighted issues such 
as teachers’ values and biases, and individualized curricula as opposed to standardized 
curricula. There was a need for collaborative support among health and education agencies, as 
for example in introducing AIDS education. Mr Oommen felt that teachers should be able to 
integrate health education in the school curriculum with subjects like music, language, etc., if it 
could not be taught as a separate subject. 


The group discussing school health education (SHE) reviewed the existing situation in the 
different countries and noted that the national SHE programmes vary from a highly centralized 
one in DPR Korea to a more decentralized system in many other countries. Despite the above 
variations, there are basic similarities with regard to infrastructure and programmes, such as 
coordinating mechanisms in the form of inter-ministerial/departmental/agency committees, and 
the type of health interventions carried out in schools. 


The following problems in school health education were identified: 


(a) The coordinating mechanisms between health and education are set up mainly at the 
national level, ignoring the state/province, district and lower levels; the existing 
inter-ministry/department committees in many countries do not meet regularly and 
do not have a permanent secretariat to take responsibility for the programme. 


(b) Health and education departments do not have permanent units/bureaus with 
responsibility for school health education. 


(c) In general, the ministries of education do not give high priority to school health 


education; many of the national programme plans remain on paper without being put 
into action. 


(d) Although the curriculum varies from a simple hygiene-oriented one to a more 
comprehensive one, its implementation remains weak; instruction in the classroom is 
not linked with children’s experience in the school. 


(e) Teacher preparation for SHE is somewhat haphazard and weak because of the low 
priority given to SHE and the over-loading of teacher functions; the teachers need 
guidance with regard to instruction on difficult and sensitive issues and there is a 
dearth of teaching-learning materials pertaining to health. 
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(f) The school’s involvement in the community and the parent’s and community’s 
involvement in the school remain weak. 


The following suggestions for strategies and activities within a framework for improving 
school health education were made under policy, infrastructure, and programmes with the 
understanding that, although existing infrastructures, programme activities, etc. may still be 
valid, efforts must be focused on using innovative approaches. 


_ programn : ere wh : f : ucent erve jie movers and motivators oF Ganges 
he -ommunity. Children from grades IV to 
sed ¢ on oe enters. es 


activ participation in improving ayiounental conditions wih reference to 
sal of. nes and refuse, protected safe water sources and aeebec cleanliness 


uy _ providing simple treatment, inclu | rst au and referral of cases; 

— ‘maintaining a health log bookidiary; . 

oe writing personal reports; and . i | 
_ - presenting health facts using graphics. 

: he “little doctors” are provided initial training which includes 20 lesson hours. Problem 

: solving and active participation are encouraged. Training material has been developed and 
used. : The training i is amet ehh - beanie skill assessment, role play and group 


- Afier 1 0 years, this p programme, which started as a pilot project, now exists widely in the 
country. Schools with “little doctor” ‘programmes show improvements in sanitation, personal 
hygiene and i in the health awareness Of pare ents. Reports from various provinces show that the 


tal i in popularizing transparent roof tiles and in 
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Policy 
(a) 


(b) 


There is an urgent need for strong advocacy for a clear policy on school health and 
health education. To ensure increased priority, the Health Education/SHE inion 
or Units should provide valid and relevant facts and figures that support the need for 
a policy to convince top level policy and decision makers to act. 


Explicit policy statements on school health and school health education by the 
government and non-governmental agencies must underscore the joint involvement 
of the health and education sectors with provisions for monitoring progress at every 


stage. 


Infrastructure 


(a) 


(b) 


(c) 


(d) 


(c) 


The inter-agency committees (joint school health and education committeés) should 
be set up or reactivated at all administrative levels (national, state/province, district 
and lower levels if necessary) with guidelines on functions and responsibilities; 
non-governmental organizations should be made members of joint school health 
committees at all levels and should include representatives from health and 
health-related groups and also members from teachers unions, youth and women’s 


groups. 


The health and education departments should have administrative/ co-ordinating 
units for school health education. 


Schools should have SHE committees comprising the headmaster, school board 
members, teachers, parents and students; within the school, SHE activities should be 
implemented and coordinated with the involvement and participation of the 
headmaster, teachers, pupils and the local area health workers. 


Special types of personnel should be identified to render guidance and counselling 
for teachers on difficult/sensitive matters, such as human sexuality, AIDS, etc. 


School children with leadership qualities and other capabilities should be identified 
and organized as health promoters. 


Programmes 


(a) 


(b) 


(c) 


SHE programmes should focus on the health needs of school children as well as the 
community’s needs. 


School children should participate in health activities in and out of school; they should 


be trained and utilized to make simple baseline studies in the school and the 
community. 


Guidelines should be provided for the school to plan, implement and evaluate SHE 
activities. These should be reviewed and strengthened to include not only hygiene and 
cleanliness, but also other areas such as developing value systems, self- 


conceptualization, etc. Special guidelines should be provided for the development of 
teaching-learning materials. 
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(d) The training of teachers should be strengthened at the pre- and in-service levels 
through existing and innovative approaches. Guidelines on teachers’ preparation for 
SHE education should be developed. Incentives for teachers involved in SHE should 
be considered so that they may be further motivated to participate in health activities 
both in and out of school. 


(e) SHE education should be evaluated in terms of the processes (activities) as well as its 
outcomes, such as changes in knowledge, attitudes and practices. 


(f) The school should be increasingly used as a centre for community education and 
welfare activities. While the school is encouraged to participate in community health 
activities, the community, in turn, should reciprocate by supporting the school. The 
information materials developed by the community groups on the various health 
aspects, particularly the difficult and sensitive areas, together with appropriate 
guidelines may be used by teachers to initiate and sustain SHE. 


(g) The school may promote innovative self-help solutions to the health problems of 
school children. 


10.4 Intrasectoral Linkages between Health Education 
and other Health Programmes 


A keynote address on “Intrasectoral Linkages between Health Education and Other PHC 
Programmes” was delivered by Dr S.L. Leimena, Director-General, Community Health, 
Indonesia (see Annex 7 for full text). Health education within the primary health care approach, 
he stated, goes far beyond “education concerning prevailing health problems”. To stimulate 
individuals, the family and the community to participate actively in problem solving processes, 
health care providers must be prepared to effectively perform their tasks as facilitators and 
partners of the community with whom they work, with strengthened capacities to develop 
community skills for self-reliance. In addition to intersectoral action, intrasectoral linkages 
between health education and other health programmes need strengthening to develop 
reciprocal and collaborative relationships. Strong internal linkages within the health education 
system must first be established. Its linkages with decision makers and top level administrators 
are most vital. The linkages will be strong if there is a structure for them, if there is openness, 
capacity, rewards or reinforcement, proximity and synergy. Health education must have a 
significant status to begin with and each programme unit should understand every other 
subsystem and how they are ‘nter-related. Collaboration can be meaningfully maintained if there 
is general commitment to HFA/2000 and a close working relationship with strong support from 
the top. Health education units must also collaborate with planning and research institutions, 
all health programmes and with other sectors such as education. 


Intrasectoral linkages ensure that health messages disseminated from different sources are 
uniform. For monitoring and evaluation of health information and education activities, close 
partnership should be maintained with the management information system and health research 


institutions. 
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In AIDS prevention and control, there is need for intrasectoral linkages between health 
education and communicable diseases control, public relations and other technical units such 
health, school health, hospital care and other community health services to jointly 


famil 
ees, implementation and evaluation. 


develop a common framework for planning, 


Apart from developing integrated strategies for health promotion and education, 


intrasectoral linkages can also improve training programmes and better use of mass media for 


health advocacy and marketing of health. 


In the discussions that followed, it was pointed out that for effective intrasectoral linkages, 
:ntensive consultation between the various programme managers must take place during the 
planning process itself and continuously thereafter in relation to the technical aspects of each 
programme. Similar mechanisms must also be established at province/state levels and in the 


districts. . 


There is a need to look at the socio-cultural, administrative and other features that either 
promote or work against intrasectoral linkages at the country level. Linkages may be informal 
as well. In fact, often it is the informal linkages that lead to more formal sanctions and structures. 


Effective intrasectoral linkages are a matter of leadership. To strengthen linkages, health 
education must take the lead, “go out and talk to programme directors... break the ice... develop 
the human relations dimension... be equipped to plan and guide the collaboration”. This involves 
not only coordination of technical aspects of the programme, but also the social capacity to 
deliver and so create social acceptance of the programmes. The personality of the National 
Health Education Bureau/Unit Chief, it was pointed out, was an important factor to enable 
him/her to approach and have discussions with policy level personnel. Examples of successful 
intrasectoral linkages were reported from Sri Lanka and Nepal. 


A common area where linkages are operationalized is in the area of health education 
material production by the health education bureaus for other programmes. It was pointed out 


that the bureaus should also be involved in the proper use of the materials and in evaluating 
them. 


The group members, recognizing the variations in the existing infrastructures and 
manpower available for health education in countries and the degree of intrasectoral linkages 
existing in Member States, enumerated the strategies that had proved effective. These were: 


(a) In-house coordination between health education and other health programmes. 


(b) Joint planning between programme managers and health education managers to 
develop a comprehensive educational programme including communication support. 


(c) Focus on hospital-based health education as in Thailand and Indonesia. 
Within the framework for future strategies, the following were listed: 


(a) Advocacy efforts directed at ministers/senior administrators to support intrasectoral 
linkages with health education and to facilitate such coordination. 


(b) Establishing an HFA committee/working group with members from various health 
programmes for effecting collaborative action for improved health education. 
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(c) Formulating policy and ensuring that the budget allocated for health education under 
each PHC programme is given to the health education unit for planning and 
implementing educational activities. 


(d) Ensuring mechanisms jointly with concerned programmes to assess the impact and 
effectiveness of health education. 


(e) Developing indices for assessment and impact of health education. 


INNOVATIVE APPROACHES : THRUST FOR THE FUTURE 


A participatory discussion on the above theme was led by Mr H.S. Dhillon, its purpose being 
to synthesize the group discussions held earlier on strategies to make health education more 
effective and to discuss innovative approaches at (a) policy levels and (b) operational levels, 
bearing in mind that these are not mutually exclusive. 


The need for action at policy levels, to enhance the priority given to health, to support 
public health policies and to ensure increased resources for health was discussed. Considering 
that NGOs had a significant influence on policy makers, it was suggested that they be taken as 
allies by government functionaries. An NGO from India reported that it had initiated successful 
dialogue with parliamentarians to include “health” in their election manifesto and to orient 
parliament members on health issues, especially when these are discussed on the floor, to build 
commitment at ministerial level. Attempts at building public pressure were made by this NGO 
to get people from all parts of the country to write to the politicians on various health issues and 
to orient them on their policy implications. 


HEALTH PROMOTION FOR THE PREVENTION OF AIDS 


A keynote address “Communications in Prevention and Control of AIDS” was delivered by Dr 
R. Erben, WHO Global Programme on AIDS, Geneva (see Annex 8 for full text). 


Dr Erben reviewed concepts of health promotion and their value to professionals who have 
responsibility to promote the health of young people and adults. The key message of health 
promotion is that health responsibility cannot be carried out by the health sector alone. The 
confrontation with AIDS and the response to it with a global AIDS strategy underline the 
necessity for multidisciplinary involvement of various sectors of society. Health promotion 
needs a comprehensive strategy of action, oriented towards the development and 
implementation of various measures concerning the prevention of HIV/AIDS. 


Building healthy public policy which combines complementary approaches including 
legislation, fiscal measures and organization changes is most essential. And more important is 
the need to protect human rights and the dignity of HIV infected people and of people with 


AIDS. 


In conclusion, it was emphasized that health promotion offers opportunities for broad 


based health oriented action which aims to increase the capacity of people to deal with adverse 
health situations. 
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AN OVERVIEW OF HIV INFECTION AND AIDS 
AND ITS PREVENTION AND CONTROL IN 
THE SOUTH-EAST ASIA REGION 


An overview of AIDS in South-East Asia was presented by Dr V. Gonzales. Current statistics 
of each country were first reviewed. Although Thailand, India, and Myanmar were seen as the 
most affected by HIV infections, incoming data indicate the potential for widespread outbreak 
in the Region. The HIV/AIDS situation is complicated by an increase in intravenous drug users 
and of HIV infection spreading among persons at risk from sexually transmitted diseases. 


Ten countries of the Region have implemented their short-term plans and nine countries 
have formulated their medium-term plans. 


The medium-term plan budgets for information, education and communication activities 
were reviewed and discussed. Many countries had at least thirty to forty per cent of their budget 
allocated for IEC activities. 


Activities and approaches which were effective in countries under the medium-term plan 
were then presented. 


Emerging needs which were identified by countries were discussed. These included 
targeting the most at-risk population and youth, and pretesting materials before production as 
well as evaluation to study effectiveness. Future activities planned under the MTPs will include 
counselling, prevention and control of HIV infection among intravenous drug users, feasibility 
studies for methodone maintenance treatment, condom promotion, mobilization of women’s 
organizations and NGOs and more activities in the area of STD services. Lastly, there will also 
be an increased focus on evaluation. 


Health educators were encouraged to be the catalysts in identifying and applying new 
approaches that are revolutionary so as to meet the challenges of AIDS for the 1990s. 


Summary of Country Reports 


A summary of individual country reports on activities in the area of AIDS prevention was 
presented. Although three of the eleven countries in the South-East Asia Region report no HIV 
infection, the magnitude of the global problem has been of great concern. All countries in the 
South-East Asia Region have undertaken IEC activities which include the use of mass media, 
observance of World AIDS Day and health education to provide knowledge on HIV 
transmission, and AIDS to the people. All countries have initiated activities in the training of 


health personnel, health education and research, and coordination and programme 
management. 


Thailand, a country which to date has reported more AIDS cases (69 cases) than any other 
country in the Region, has implemented a programme which focuses on (a) prevention and 
control, which includes activities in case detection, medical care, social services and counselling, 
promoting use of condoms, laboratory support and legislation; (b) training of health personnel; 
(c) health education and public relations; (d) research, coordination and crogvamen 
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management. Four target groups for education have been identified: the general population, 
sex service groups, intravenous drug users and medical personnel. 


COMMUNICATING ON SEXUAL THEMES 


A panel presentation on communicating on sexual themes in the context of South-East Asia 
Region’s culture was moderated by Dr J. Grossman. The panelists were Ms Husna Razee, Dr 
P.N. Sehgal and Mr Aloke Roy. 


Ms Razee raised several issues. There is a contradiction, she stated, between what people 
want to know and how much we are facilitated to tell them. All matters related to discussions 
on sex are swept under the carpet and yet it is so important to talk about them openly. This is 
not specific to Asia. Even in the USA, parents are reluctant to allow teachers to bring the 
bedroom into the classroom. 


There is a need to pay serious attention as to how this can be overcome in a way acceptable 
to the people. The religious leader’s sanction on sex education is important in some countries 
and it is thus imperative to work out strategies to reach them for their support. Dr Sehgal 
lamented that, even though India dealt with human sexuality forms and practices through its 
rich culture and art, there is a great reluctance to talk about sex in today’s times. He urged that 
sex education be imparted through schools and health workers and also at home. The AIDS 
problem had presented a unique opportunity for advocacy for sex education programmes and 
their implementation. 


Mr Aloke Roy, Director of JAGRAN, a community based street theatre group which uses 
mime for communication, described his experiences using this medium. He also questioned the 
double standards prevailing in society. On the one hand, the “lingum” and “yoni” in India, 
representing the sexual union, was worshipped, while on the other hand, it was taboo to talk 
about sexual practices. In using theatre to communicate messages, the natural feelings, instinct 
and emotions of people are expressed, as the development of the medium comes from feeling, 
understanding, empathy and tenderness, and in dealing with sexual matters all these lend 
themselves to effective expressions. 


The discussions following the panel presentation revolved around the experience of 
participants, and ranged from successful efforts at educating low literates and adolescent girls 
from conservative communities to educating college students and youth by leaving relevant 
literature around in the home for teenage children to read. 


It was realized that, although we are still not able to talk about sex openly, we have come 
a long way from the time when no mention of STDs or condoms could be made in the media. 
It was also stated that education on AIDS must go beyond mere anatomy and physiology of sex. 
It must also include areas like self-respect, and respect and responsibility for other persons you 


love and have a relationship with. 


The panel presentation was followed by a 45-minute, five-scene mime performance on 
AIDS developed by JAGRAN, which focused on the use of condoms by clients of prostitutes 
to prevent HIV infection. The play included a brothel scene to demonstrate to participants how 
communicating on sexual themes can be done boldly yet sensitively. 
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Issues and Challenges in Planning and Implementation of 


AST ASIA 


“Community Programme 


and Activities for AIDS Prevention and Control in South-East Asia” 


. Access to high risk 
behaviour groups, €.g. 
prostitutes, clients of 


prostitutes, 1VDUs and 


men who have sex with 
men. 


. Communicating on 
sexual themes. 


. Skills and competence 
needed, especially 
communication skills. 


. Research and how to 


effect behaviour 
change. 


. Updating oneself on 
AIDS knowledge so as 
to effectively educate 
the community. 


. Difficult to identify and access. 
. Family and social needs are not identified. 


. Societal stigma against these groups. 


. Isolating sex themes from other health and 


education topics. 


. Demystifying sex. 


. Reaching parents, teachers and health 


professions. 


. Introducing sex education against socio-cultural 
barriers. 


. Lack of appropriate communication resources 


and skills for specific situations, e.g. for making 
street contacts. 


. Dealing with HIV positives. 


. Asensitive subject for research. 


. Hypocrisy associated with attitudes stated and 


behaviour practised. 


. In some pockets, polygamy and polyandry have 


social sanction. 


. Low awareness of how HIV infection is spread; 


how to take care of the HIV infected person. 


. Insufficient teaching/ learning materials to up- 


date knowledge of health workers. 


. Those involved with AIDS programmes are not 


involved with AIDS education. 


Challenges 


1. Policy changes. 


2. Improving access to these 


groups. 


. Changing the attitudes 
and values of health 


workers, police and other 


concerned citizens. 


“ 


Using effective communi- 
cations with development of 
human resources and 
communication skills. 


Making health education 
and teaching for decision 
making and not for 
indoctrination. 


. Giving research high 
priority. 


. Overcoming scarce 
resources for research. 


. Dissemination and 
utilization of research 
findings. 


. Deeply entrenched moral 


and social values. 


. Raising women’s status. 


. Advocacy efforts directed 


at politicians, policy- 
makers and opinion- 
leaders. 


js 
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COMMUNICATIONS AND AIDS : ISSUES AND CHALLENGES 


Dr J. Grossman discussed the nature of public health in the midst of challenges in a world of 
constant change. The issue of AIDS must be seen as part of the overall framework in which 
there has been an investment in the “social revolution" of Alma-Ata. A model by Naomi Brill 
which includes Values, Concepts and Methods was presented and discussed. Health educators 
need to help people make their own choices. It was emphasized that planning and the kinds of 
problems of implementation must be worked out with the people. 


These comments set the foundation for the Group Work on “Issues and Challenges Faced 
in the Planning and Implementation of Communications”. 


Participants in the three groups discussed the following issues: 


(a) How to access high risk behaviour groups. 


(b) Communication on sexual themes with children, youth, community leaders and so on. 


(c) Skills and competence needed, especially communication skills. 


(d) Research and how to effect behaviour change. 


(ec) Updating oneself on AIDS knowledge so as to effectively educate the community. 


A consolidated report of the three group-presentations is given on page 24. 


The same groups also discussed “Meeting the Challenges” when working with the following 


groups: 


— high risk behaviour groups, e.g. prostitutes, STD clients, intravenous drug users 


— youth and schools 


women. 


and considered the following areas: 


advocacy 

service levels 

management and staffing 

collaboration 

role of government vs. nongovernment agencies. 


A consolidated report of the three group-presentations is given on page 20. 


The challenges highlighted were as follows: 


improving the status of women 
protection of women’s rights 
empowerment of women 


supportive/legal/social systems 
access to information for women whose movements are restricted, e.g. in 


“purdah” culture. 


~) 


t 
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Advocacy 


Through: 

1. Publicity campaigns to 
change political climate, 
meetings and panel 
discussions including 
involvement of high risk 
behaviour groups in 
advocacy programmes. 
Curbing of laws that 
come down heavily on 
drug users, sex workers, 


gay people, etc. 


1. High risk 
behaviour 
groups 


For: 

. Establishment of 
national committee for 
schools of health 
education, nutrition, 
environment, health 
services and sanitation at 
provincial, district, 
sub-district and school 
evels, 

Teacher training 
programmes. 

. Involvement of mass 
media, Boy Scouts. 

. Peer group approaches. 

. National youth 
committees consisting of 
health, social welfare and 
other concerned 
ministries. 

. Advisory professional 
body at national levels. 


2. Youth and 
Schools 


. For policy changes 
through involvement of 
women’s groups, media, 
international 
organizations. 

For education, income 
generation and health 
programmes for women. 

. For provision of social 
environments supportive 
to women’s rights. 

. For policy changes in 
legislation relating to 
women’s rights. 

. For mobilization of 
women’s groups and 
other activist groups. 


Meeting the Challenges 


Service levels 


1. HIV testing facilities. 
2. Treatment facilities. 
3. Condom distribution. 
4, Disseminating 
information on available 
services. 

5. Mobile vans 
comprehensively designed 
for blood testing, 
counselling and health 
education. 


Establishment of 
counselling unit at each 
school. 


1. Dissemination of 


information - to reach all 


women. 


Research into women’s 


and AIDS problems. 

. Empowering women 
with skills in decision 
making. 


. Family planning services 


(condom) 
. Counselling services. 
. Making HIV testing 


services readily available. 
. Facilities for caring for 


women with AIDS. 


Management and 
staffing 


Agency to corrdinate 
activities with capability 
and authority including 
provision of office space. 
Quality control of 
condoms. 

. Safe disposal of needles 
and syringes. 

. Provision of hardware 
and software resources 
including educational 
materials. 

. Staff to include health 
educators and social 
workers, media 
personnel, nurses and 
doctors, youth, students, 
women’s groups, 
ex-IVDU and sex 
workers, and well-known 
public personalities. 


Ministry of Youth 
Affairs, the National 
Committee, Community 
Groups and leaders, 
parent-teacher 
associations. 


Adequate management 

and staff for 

~ diagnostic services 
care of AIDS patients 
counselling 
information 


Collaboration 


Coordinating agency to 
collaborate with existing 
government and NGOs 
and allied social agencies 
including international 


groups. 


Ministry of Education, 
Social Welfare, Youth 
Affairs and Religious 
Affairs. Also with youth 
and women’s 
organizations and other 
allied groups. 


. Establishment of a 
national consultative 
body to look into 
women’s issues 
represented by 
government/NGOs/ 
women’s groups etc. 
Collaboration with 
universities for research 
and with women-related 
international 
organizations. 

. Collaboration in 
monitoring related to 
women and AIDS. 


Role of 
government and 
nongovernment 

agencies 


To work together to put 
AIDS on the political 
agenda and all activities 
related to its prevention 
and control. 


Policy formulation, 
financial support and 
supervision. 


1. Government to 
provide technical 
information, materials, 
finance and training 
and to include NGOs 
on national AIDS 
committees. 

NGOs to provide 
services, especially 
counselling, to the 
network and to 
mobilize communi- 
ties to advocate for 
policy change. 
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Issues that were brought up in the discussions were: 


(a) The need to address HIV pregnant women 
(b) Low literacy levels in women — outreach of media is very poor. 


In some areas women are not allowed to watch television. It was suggested that 
illiterate women could be reached through: 


— outreach workers 
— the work place 


— existing services such as MCH and family planning. 


(c) Abortion: It was suggested that studies were needed to see under what circumstances 
an abortion can be done. Considering that 70 per cent of babies may not be infected 
and in view of not being able to determine the HIV status of the unborn baby, we may 
be getting into the area of the rights of the child. 


(d) Research: Research was needed to furnish information on perceptions of men towards 
the status of women, women’s rights, abortion and its impact and effects. 


TRANSLATING STRATEGIES INTO ACTION: COUNTRY PLANS 


Country plans were outlined by participants within country groupings using the framework 
developed earlier on health education strategies in the areas of social mobilization for health, 
more effective health communications, school health education and strengthening of 
intrasectoral linkages between health education and other national health programmes. 


In drawing up these plans, participants were requested to consider only those activities 
that were feasible for initiation and implementation within the next three years. Prevention and 
control of HIV infection and AIDS was used as an example by some countries. In general, the 
plans reflect a renewed awareness of the need for advocacy, social mobilization and better health 
communications to make health education more effective. School health education and 
strengthening of intrasectoral linkages between health education organizations and other health 
programmes are specially considered. Highlights of the country plans are presented below. 


Bangladesh 


Advocacy for Health and Health Education Policy 


The Bureau of Health Education (BHE) should take the lead through mobilizing influential 
groups like the intelligentsia, important and powerful NGOs and the media for advocacy efforts 
and for raising the status of health education in the country. 


BHE could initiate a task force to organize and coordinate health education activities in 
the country and organize orientation and training programmes (including production of training 
materials) for all categories of personnel involved in health education including programme 


managers and administrators of other health programmes. 
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School Health Education (SHE) 


sh at the World Conference on Education for All to be 


The commitment made by Banglade 
alth education 


followed up and a district selected for implementing a comprehensive school he 
programme which will include AIDS education. 


Expected Outcome 


Attitudinal and behavioural changes in both health providers and the general public for self 
health care towards achieving HFA/2000. 


Bhutan 


Problems to be addressed: . 


— Diarrhoeal diseases 

— Acute Respiratory Infections 

— Worm infestations 

— Skin infections 

— Tuberculosis 

— Environmental sanitation 

— Sexually transmitted diseases (STD). 


A country plan for prevention of STDs was drawn up to initiate the following activities: 


(a) Social Mobilization through dialogue with government authorities, nongovernmental 
agencies and religious groups and conducting workshops and other group educational 
activities to mobilize religious groups and NGOs for preventing and controlling STDs 
and AIDS. 


(b) Making Health Communication More Effective through designing, pretesting and 
production of educational materials involving NGOs, religious groups and health 
workers, distributing such materials to health centres, NGOs and religious groups, 
training health workers for communications and conducting mass media campaigns. 


(c) Strengthening School Health Education through introducing AIDS/STD in the 


curricula for teacher’s training and the school curriculum, and promoting peer group 
education. 


(d) Strengthening Intrasectoral Linkages between health education and the National AIDS 
Programme through joint planning by the health education specialist, programme 
manager and health workers, for development of the programme. 


Expected Outcome 


The expected outcome of the above four activities is increased awareness and knowledge of 
AIDS/STD among the general public, mobilization of NGOs and religious groups towards this 
effect, introduction of AIDS/STD education in schools and strengthening intrasectoral linkages 
for planning and development of the national AIDS programmes. : 
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India 


The Indian plan related specifically to IEC in AIDS prevention and control and was aimed at 
building self-reliance and capability for self-health care amongst high risk behaviour groups and 
the general population including development of a positive attitude towards those infected with 
HIV and those suffering from AIDS. Proposed activities related to the following areas: 


(a) Social Mobilization through advocacy at Central level and formation of a task force 
on health promotion, initiated by the Central Health Education Bureau. At the State 
level, the State Health Education Bureau will involve NGOs and other sectors to 
implement, manage and monitor the health promotion programme up to grassroots 
level. The State bureaux will also produce regional and local-specific media materials 
and be involved in training, research and evaluation. 


(b) More Effective Health Communications: Health educators will be empowered through 
training to communicate on sensitive issues like sex and be equipped to develop IEC 
materials. Collaboration of various bodies will be sought, e.g. media, social workers 
and even sex industry workers. Support will be sought from politicians, opinion leaders 
and well known public personalities. 


(c) School Health Education will be strengthened through teachers’ training, production 
of guidelines and other teaching/learning materials and peer group education 
approaches. An inter-agency committee at national, state, district and school levels 
will be desirable. Advocacy efforts both at government and nongovernment levels will 
be made for necessary support. 


(d) Intrasectoral Linkages will be strengthened. Trained health educators will have equal 
status with their counterparts in other health programmes and with the support of 
media will launch effective IEC programmes. 


Expected Outcome 


The above activities will result in political support, development of a plan of action, networking 
between government and nongovernment agencies, materials development and media support 
and provision of appropriate health services and educational programmes in and out of school. 


Indonesia 


The Indonesian plan also referred to AIDS prevention and control and focused on the issues 
of values attached to sexual behaviour and to the use of condoms. 


Activities were classified under: 


(a) Social Mobilization through orienting decision makers, media and high risk behaviour 
groups on various issues, informing and educating people through electronic and 
printed media, collaborating with NGOs and developing peer group approaches. 


(b) Strengthening Health Communication through developing, at national levels, prototype 
messages and decentralizing their production at local levels. 


(c) Strengthening School Health Education to introduce AIDS education in schools 
through advocacy to decision makers in ministries of health and education and through 
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drawing up of a plan of action for developing curricula content, training of teachers, 


production of TEC materials and monitoring and evaluation. 


(d) Strengthening Intrasectoral Linkages through approaching other relevant health 
programmes for integrating AIDS prevention with primary health care. 


Expected Outcome 


The above activities will lead to: greater awareness of AIDS in school children; commitment of 
different groups to prevent HIV/AIDS, availability of appropriate communication materials 
and to integration of AIDS in the primary health care approaches. 


Maldives 


The Maldivian plan had the following highlights: 


(a) To mobilize island chiefs, women’s groups, NGOs and media in health education, 
social mobilization activities will include orientation on health issues, especially AIDS, 
for the various groups including youth, through workshops, especially pointing out the 
relationship of health with welfare and national development. 


The participants of these groups will be facilitated through the provision of finance, 
materials and training and will include their representation on the national health 
education and AIDS committees for programme planning, monitoring and evaluation. 


(b) More effective communications for health will be initiated through strengthening the 
health education unit with trained staff and equipment and placing it under the 
Department of Health. To sensitize and enable religious leaders and politicians to 
address health issues and especially AIDS, seminars and workshops will be held, using 
films and other health education materials, as well as study tours. A comprehensive 
plan for health education/health promotion will be drawn up detailing specific 
measurable objectives. Appropriate multimedia approaches will be developed. 
Health workers, nongovernmental and women’s groups will be trained in 
communication, counselling and for advocacy. 


(c) School health education will be reviewed after three years as presently teaching of sex 
education in schools is being considered. 


(d) Intersectoral linkages will be strengthened to promote health as a national issue. The 
existing national committee for health education will be reactivated to include N GOs, 
media and religious leaders. The committee must take up an advocacy role for health 
and be involved in planning, monitoring and evaluating health education programmes. 


Expected Outcome 


It is envisaged that health issues will be placed on the agenda of parliament meetings, that there 
will be an increased demand for health services and that, in the area of HIV infection and AIDS, 
the activities will lead to increased knowledge about AIDS among health personnel and the 
public. The activities will also lead to a change in sexual behaviour among the high risk groups 
with religious leaders addressing important issues of AIDS/STD prevention. : 
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Myanmar 


Myanmar’s plan relates specifically to AIDS prevention and control under the following 
strategies: 


(a) 


(b) 


(c) 


(d) 


Nepal 


Social mobilization. Advocacy meetings will be held for policy and decision makers at 
all levels, including formal leaders at the grassroots level, to make them aware of their 
roles and functions and strengthen their commitment to prevent the spread of HIV 
infection. Besides the health sector, social welfare, information and broadcasting, 
education and the defence sectors will also be involved. 


More effective health communications. Opportunities will be sought to promote 
interpersonal communications with policy and decision-makers to get their support 
for health education programmes. Appropriate mass media channels will be used for 
reaching both the decision makers and the community, disseminating correct and 
consistent messages developed from KABP studies. Health and extension workers, 
including voluntary workers, will be trained to communicate effectively within their 
own socio-cultural milieux. 


School health education will be strengthened through working closely with the school 
health education committee, with training programmes for school teachers providing 
orientation to problem solving activities for the containment of HIV infection in local 
settings. 


Intrasectoral linkages between health education and other health programmes will be 
strengthened through orientation and problem solving training workshops for all 
levels of health personnel leading to skill development for decision making, problem 
solving, information networking and development of participatory approaches for 
containment of HIV infection. 


Nepal’s plan was related specifically to AIDS prevention and control. Activities listed were: 


(a) 


(b) 


(c) 


Social mobilization for health through mobilization of NGOs, e.g. women and youth 
groups and the Red Cross, and political lobbying for greater decentralization in the 
AIDS programme strategies for decision making. 


More effective AIDS communication through development of messages with the focus 
on group discussions and KABP studies and using the mass media. Interpersnal 
communication will be strengthened through training of health workers, social 


workers and teachers. 


Strengthening school health education through revision of school curricula to include 
AIDS and sex education, development of teaching-learning materials including books, 
and training of teachers, both pre-service and in-service, through revision of the 
teacher training curriculum. Peer group education will also be initiated. 


(d) Strengthening intra- and intersectoral linkages through meetings and dialogue with 


senior administrators at various health service levels and NGOs, and formulating 
committees at these levels for education activities. 


Hee -\\0 
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Sri Lanka 


describing activities for AIDS prevention and control, focused on 
d of dedicated workers, both in the government and in the 
nongovernmental sectors (politicians, media, NGOs and the community), who are nice 
involved in health promotion and disease prevention efforts. Their knowledge on AIDS will 
have to be intensified. In addition, school health education will be strengthened through training 


of teachers by medical personnel. 


The Sri Lanka plan, in 
mobilizing the well organized ban 


Thailand 


For AIDS prevention and control, the aim will be to reduce prostitution, change sexual 
behaviour, improve condom use, develop media technology as well as production and effective 
utilization of mass media material at provincial levels. Collaboration with NGQs will be 


improved and resources increased. 


(a) Social mobilization efforts to reduce prostitution would inculcate values through the 
Basic Minimum Needs approach after survey and analysis of the prostitution scene 
followed by health education activities through health workers at village levels, which 
would be followed by resurvey. In collaboration with NGOs, a campaign for 
“non-prostitution in tourism” will be launched. 


(b) More effective communications for health will be achieved through use of social 
marketing techniques and peer group approaches. Media production will be 
decentralized to regional and provincial levels with adequate monitoring and 
evaluation. 


(c) School health education will be strengthened through peer group discussions 


(especially on sex-abuse), teacher training and inclusion of the topic of sex behaviour 
in the school curriculum. 


(d) For intrasectoral linkages, the existing collaboration between health education and 
other health departments will be strengthened. 


RECOMMENDATIONS 


The Consultation made the following recommendations for enhancing and strengthening of 
information and education for health in Member States of the South-East Asia Region to 
effectively support and accelerate the achievement of the goal of HFA/2000 in their respective 
countries. In framing the recommendations, the Consultation recognized that health 
information, education and communication activities for AIDS prevention and control are also 
the function of national health education authorities, and therefore strategies adopted to 


prevent and control HIV infection and AIDS must form an integral part of the overall strategies 
of Health Education in the Member Countries. 


The Consultation also recognized that the problem of AIDS, with its multisectoral 
dimensions, had provided to countries a unique opportunity to review their health education 
strategies and adopt more innovative approaches through inter- and intra-sectoral linkages. 
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. The Consultation drew attention to earlier recommendations made at the Technical 
Discussions during the Regional Committee meeting held in Pyongyang in 1987 and at the 
Inter-regional Conference on Health Development, held in New Delhi, in 1989. 


The Consultation recommends that Member States: 


(a) 


(b) 


(c) 


(d) 


(e) 


(f) 


(g) 


(h) 


(j) 


(k) 


Encourage the review and strengthening of existing strategies and initiate new 
strategies and approaches in health education and health promotion for accelerated 
health action, including strengthening of school health education. 


Raise the status and technical capabilities of their national health education offices to 
support primary health care more effectively. 


Encourage national health education offices to assume advocacy roles for health and 
towards this, encourage health educators to take leadership for initiating and pursuing 
this with support of allies such as NGOs, academics and professional bodies. 


Facilitate strengthening of intrasectoral linkages between the health education 
organization and all other national health programmes, including the AIDS 
programme, for planning, implementation, management, monitoring and evaluation 
of their health education components. 


Encourage health education offices at national and lower levels to make a concerted 
effort to build alliances with all sectors, government and non-government, and with 
various societal groups that can contribute to health. 


Review health education manpower in the country, especially in national and 
provincial offices, and encourage effective leadership from adequately trained and 
experienced officers for health promotion. 


Review health education specialist curricula in the light of newer approaches to health 
education in primary health care, ensuring field training in all courses related to health 


education. 


Review and revise health education in the training of health personnel in the context 
of renewed and strengthened straiegies in information, education and communication 
and the emergence of new problems for urgent action, such as AIDS and lifestyle 
issues. Strengthening of behavioural science teaching is especially desirable. 


Improve health communication by encouraging people’s participation in the 
communication strategy, by the study and use of folk art and folk media, by facilitating 
local broadcasting stations and other local media to include health communications 
in their programmes, and by strengthening skills of health workers for interpersonal 


communications in health. 
Make an inventory of all educational materials (both hardware and software) provided 


to different health programmes by donors and assign responsibility to the health 
education office to coordinate their proper use, monitoring and evaluation. 


Encourage action-linked research, including monitoring and evaluation, to make 
health education more effective for promoting community action. 
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The Consultation recommends that the World Health Organization: 


(a) Use every opportunity to address policy and decision-makers at the highest level in 
Member States to place health education in a position of strength to accelerate 
HFA/2000 and to prevent and control HIV infection and AIDS, and to facilitate health 
education organizations to function efficiently with all other health and health related 


sectors. 


(b) In view of the emergence of advocacy for health as a major function to be assumed by 
health education, organize suitable regional meetings and support national efforts to 
equip health education offices and suitable NGOs to assume advocacy for health roles 


more effectively. 


(c) Enhance national competence for management of health education organization, 
including development of health education leadership. 


(d) Provide national health education offices with updated technical material, including 
resource material for development of training and research with guidelines for 
adaptation by countries. 


(ec) Encourage the establishment of a national task force, involving universities and 
research institutes, to collect and examine successful programmes/projects/ 
experience in health education and facilitate the documentation and dissemination of 
these success stories. 


(f) Consider holding inter-country meetings in different Member States to facilitate 
exposure to country programmes in the Region and to strengthen relationships 
between countries. 


(g) Provide national health education offices with appropriate region-specific health 
education materials which can be adapted to suit individual country needs. 


(h) Consider supporting well-planned study tours for teams of policy/decision makers, 
N GOs and those who influence policy to be exposed to innovative approaches adopted 
in health education in selected countries in the Region. 


CLOSING SESSION 


The Consultation was closed by Dr Uton M. Rafei, Director, Health System Infrastructure, 
WHO/SEARO. In his closing address, Dr Uton confirmed that the Consultation had broad 
implications for future directions for health education in South-East Asia and hoped that the 
recommendations framed would be widely disseminated and followed up actively in the 
countries, not only by health education, but by all other departments considered essential for 
the successful implementation of effective health education strategies. 
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TENTATIVE PROGRAMME 


Day 1 - Monday, 10 December 1990 


REGISTRATION 
Inaugural Session 
Group photograph/Tea 


Objectives of the Consultation 
— Dr Saroj S. Jha 


Keynote Address: “Health Education Strategies in South-East Asia: 
Meeting the Challenges” 
— Dr V. Ramakrishna 


An Overview of IEH Strategies in the Region 
— MrU Min Swe and Dr Saroj S. Jha 


Social Mobilization for Health 
— MrH.S. Dhillon 


Discussion 


Communications for Health: How can we make them more effective? 
A Panel Presentation 


Moderator: Dr Uton M. Rafei 


Panelists: Mr P.V. Krishnamurthy 
Dr J. Grossman 
Dr Saroj S. Jha 


Discussion following panel presentation 


School Health Education 
— MrT. Oommen 


Discussion 


RECEPTION 


Day 2 - Tuesday, 11 December 1990 


Intrasectoral Linkages: IEH and other health 


programmes 
— Dr S.L. Leimena 


Discussion 
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Introduction to Group Work 1. “Strategies to make Health Education 


10.45a.m. P8 3 
more effective 
~ Dr L. Philip 
11.00am. GW1 Group work in 4 groups: 
a 1) Social Mobilization 
2) Communications for Health 
3) School Health Education 
4) Intrasectoral Linkages: IEH and other health programmes 
02.00pm. GWI1 Group Work 1 continues. 
03.45 p.m.- P9 Presentation of Reports of _ 
05.00 p.m. Group Work 1 followed by discussion 
Day 3 - Wednesday, 12 December 1990 
09.00a.m. P10 Health Education in South-East Asia - InnovativeApproaches: 
A Thrust for the Future — A participatory discussion 
Moderator: Mr H.S. Dhillon 
10:45am. © Pil Introduction to Group Work 2. “Translating Strategies into Action: 
Development of a Framework” 
~ Dr Saroj Jha 
11.00am— GW2 Group Work 2. “Translating Strategies into Action” 
02.00 p.m. 
02.00p.m. GW2 Group Work 2 continues. 
03.45 pm— P12 Presentation of Reports of 
05.00 p.m. Group Work 2 followed by discussion 


Day 4 - Thursday, 13 December 1990 


09.00 a.m. 


09.20 a.m. 
09.30 a.m. 


10.00 a.m.— 
10.45 a.m. 


01.30 p.m. 
02.00 p.m. 


03.15 p.m. 


04.00 p.m.— 
05.00 p.m. 


P13 


P13 contd. 
P14 


P15 


P16 


Pi? 
P17 contd. 


Keynote Address: “Communications in Prevention and Control of AIDS” 
— Dr R. Erben 


Discussions 


“Communications in Prevention and Control of AIDS in South-East Asia” 
~ effectiveness of approaches 
— review of activities under MTPs and future activities 

— Dr V. Gonzales 


Country Reports 


Departure for “HABITAT” Theatre, Dakshinpuri 


“Communicating on Sexual Themes”: A P ; 
Moderator: Dr J. Grossman pe nel Presentation 


Panelists: Mr Aloke Roy, Dr P.N. § ehgal and Ms Husna Razee 
Play on “AIDS” — performed by JAGRAN (a community-based theatre group) 


Discussion on the Play/Medium 
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Day 5 - Friday, 14 December 1990 


09.00 a.m. 


09.30 a.m.— 
10.45 a.m. 


12.00 noon 
02.00 p.m. 


02.15 p.m.— 
03.45 p.m. 


P18 


GW3 


P19 
P20 


GW4 


P21 


Issues and challenges in planning and implementation of 
communications programme and activities for AIDS prevention and 
control. Introduction to Group Work 3. 


Group Work 3. “Issues and challenges in planning and implementation of 
communications programme and activities for AIDS prevention and control” 
— Dr J. Grossman 


Presentation of Reports of Group Work 3 followed by discussions 


Introduction to Group Work 4. “Meeting the Challenges” 
— Dr V Gonzales 


Group Work 4. “Meeting the challenges in drawing up communication 
programmes” for: 


— High Risk Behaviour Groups 
(Prostitutes, STD clients, [VDU, etc.) 

~Youth 

—Schools 

—Women 


Presentation of Reports of Group Work 4 followed by discussions 


Day 6 - Saturday, 15 December 1990 


09.00 a.m. 


09.10 a.m. 
10.45 a.m. 
11.45 a.m. 
12.00 noon 
12.30 p.m. 


P22 


GW5 
P23 
P24 
P25 


Introduction to Group Work 5. “IEH Strategies in Countries: Putting the 
Framework into Action” 
- Dr Saroj Jha 


Group Work 5. 

Presentation of Reports of Group Work 5. 
Recommendations 

Adoption of Consultation Report 


Closing 
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HEALTH EDUCATION IN SOUTH-EAST ASIA : 
MEETING THE CHALLENGES 


by 


Dr V. Ramakrishna* 


INTRODUCTION 


1.1 People an asset 


People are the greatest wealth and strength of a nation. There are about 1300 million people in 
the 11 countries of the WHO South-East Asia Region. They constitute a quarter of the world’s 
population. The demographic picture of the Region reveals that the vulnerable sections of the 
population, women and children under 5 years of age, number about 600 million and 180 million 
respectively. Nearly 40% of the population are under 16 years of age. The number of those who 
are above 60 years is also increasing and will be about 8 to 10 per cent of the population by the 
end of this century. These and other factors of demography of the Region provide useful 
guidance for formulating realistic socio-economic development plans which include human and 
health development. They also stress the urgent need for involving this enormous power of 
people to achieve Health For All (HFA) and the programme objectives of prevention and 
control of AIDS. 


1.2. Poverty and health 


The philosophy of equity and social justice reasserted itself with the dawn of freedom from 
colonial domination during the forties in most of the countries of WHO’s South East Asia 
Region. The goal of HFA formulated in 1978 on the very same philosophy was readily accepted 
and welcomed by all the countries. People supported HFA as they had suffered for long without 
any essential health care, and with malnutrition, lack of safe water and sanitation and rampant 
preventable diseases. With absolute poverty levels in rural populations during 1977-87 ranging 
from 34% in Thailand to 87% in Bangladesh and an annual ( 1987) GNP per capita varying from 
US $ 150 in Bhutan to US $ 850 in Thailand there was no way to improve their health except 
through the primary health care approach. Conventional health services with an allocation of 


2 to 10 per cent of the Central Government expenditure (1986-87) neither reached the poor nor 
relieved their suffering. 
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13 WHO’s Role 

WHO and its Member Countries working together as partners for nearly 3 decades before the 
Alma-Ata Declaration had made remarkable progress in the development of national health 
services especially in strengthening health administration at different levels, development of 
health manpower and prevention and control of communicable diseases. These efforts served 
as the preparatory phase for launching the programmes to reach HFA. Health education which 
had become an integral part of the national health organization in the sixties received further 
emphasis to undertake responsibilities as a major component of the primary health care 
programmes. To safeguard the countries from the AIDS pandemic, educational activities were 
launched in all the countries. The significant role of WHO as informer, stimulator, facilitator 
and supporter of health development was greatly appreciated and welcomed by the people and 
the Governments of all the Member Countries. 


1.4 Current Health Status 


Inspite of the increasing population, grinding poverty and lower literacy rates, the 11 countries 
of WHO’s South-East Asia Region including the five least developed ones have made 
substantial progress in health programmes and development. In the past five decades, they have 
achieved significant reduction in mortality and morbidity from communicable diseases. Infant, 
child and maternal mortality rates have declined considerably. Yet, they have not reached an 
acceptable low level. Malnutrition and under-nutrition continue to adversely affect the 
vulnerable sections of the population. Rural areas and urban slums still lack adequate safe water 
and sanitation. The life expectancy at birth in 1988 ranged from 48 years in Bhutan to 70 years 
in Sri Lanka and in most of the countries it is less than 60 years. In three countries, the life 
expectancy for women is less than men. The following indicator gives the range of current status 
of health and wellbeing of people in the Region for planning primary health care and AIDS 
education strategies. 


1. Crude birth rate 22 in Sri Lanka to 42 in Bangladesh (1988) 
2. Annual population growth rate (%) 1.6 in Sri Lanka to 2.7 in Bangladesh (1980-87) 
3. Crude death rate 5 inDPRKorea to 17 in Bhutan (1985) 
4. Infant mortality rate 32 in Sri Lanka to 127 in Nepal (1988) 
5. Under 5 years mortality rate 43 in Sri Lanka to 197 in Nepal (1988) 
6. Maternal mortality rate 41 in DPRKorea to 1710 in Bhutan (1980-87) 
7. 9% of infants with low birthweight 10 in Mongolia to 10 in India (1982-86) 
8. % of population with access to safe-water supply 27 in Myanmar to 64 in Thailand (1986-87) 
9. 9% of population with access to health services 33. in Myanmar to 93 in SriLanka (1986-87) 
10. % of births attended by trained health personnel 6 in Nepal to 87 inSri Lanka ~ (1983-88) 
11. Adult literacy rate (%) sane, t - in Thailand- _— to 7 in Nepal ae 
12. Female literacy rate as a % of male 94 in Thailand to 31 in Nepal (1985) 
13. No. of radio/TV per 1000 population tat a) in Nepal to a in Thailand ri are 
14. % of urban population 5 in Bhutan to 27 in Indonesia (1988) 
15. % of total government expenditure 2-3 in India to 8-12 inMyanmar (1986-87) 


on health/education 
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RICH CULTURAL HERITAGE 


2.1 Cultural Roots 


Individual human beings, families and nations of the South-East Asia Region have their roots 
in the past with accumulated experiences and wisdom of many many generations. These strong 
roots provide sustenance and inner growth while acquiring strength fr om the sun, air and water 
of the present environment. The synthesized product — flowers, fruits and seeds — pass on as 


culture to the generations to come. 


2.2 Vital Role of Culture and Religion 


People of the South-East Asia possess a strong foundation of rich, dynamic and evolving 
socio-cultural religious heritage especially in the rural, tribal and less developed urban areas. 
From an historical perspective, this vital human asset has withstood the onslaught of wars, 
colonial subjugation and exploitation, man-made and natural disasters and major refugee 
migration. Culture and religion play a crucial role in shaping the way of living of these people, 
in the use of natural resources and in fostering cordial interpersonal relationships. They also 
serve as effective and inexpensive shock absorbers and stabilizers in the changed process 
imposed by industrialization, urbanization and modernization. 


Culture and religion instill certain beliefs, values, attitudes and desires which determine 
and motivate behaviour and lifestyles. They also provide culturally acceptable and cost-effective 
indigenous educational methods, channels of communication and folk media. In almost all the 
countries of South-East Asia, there are community organizations built on traditional values 
serving specific sections of the population and for specific purposes. Outstanding leaders in 
these countries have successfully built social reformation and freedom movements utilizing the 
prevailing cultural and religious knowledge, attitude and practices and mechanisms of 
communication and working together. These cultural and religious traits and power of the 
people when mobilized proved to be powerful weapons against the imperial powers. They are 
also being used currently in different countries in human development and socio-economic 
development programmes. 


HISTORICAL PERSPECTIVE 


To obtain a comprehensive view of health education for inculcating a healthy way of living in 


South-East Asia requires examining them in their historical perspective in three periods, viz. 
pre-colonial, colonial and post-colonial. 


3.1 Pre-colonial Era 


Informal education for healthy living was a part of the socio-cultural life of people. Required 
knowledge and practices for preserving, protecting and promoting health ee acquired 
through individual, family and community daily activities, Daily and seasonal regimen were 
observed as prescribed by culture and religion to improve physical strength and beauty, mental 
acumen and community solidarity. There were “dos” and “donts” to be followed to waa off 
sickness. Centuries of experimentation and experience had provided simple and practical 
measures and prescriptions of diet and herbs for self-health care. Real health adeeaee were 


parents, family, local physicians, teachers of religions and community leaders. They used 
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various types of folk media and channels of communication besides word of mouth for patient 
and family education. But, their main educational tool was their exemplary healthy behaviour 
and conduct. This wisdom, attitudes and skills of physical, mental, social and spiritual well being 
were passed on from generation to generation. 


3.2 Colonial Era 


Alien rule propagated its cultural and social value system and way of life including its language 
and type of administration. Things that were ’native’ were de-valued and were allowed to 
disintegrate for lack of encouragement and support. Indigenous systems of health care retreated 
torural areas and gradually lost their vitality; they became stagnant and were considered inferior 
by rulers and the urban elite. The hospital-centred colonial system of medical care, allopathy, 
was established by foreign powers in urban areas. Very soon, the bio-medical model of treatment 
of diseases by allopathy became dominant with Government recognition and encouragement. 
Education of the patients and their families also followed the same model as that of treatment, 
where the doctor prescribed and ordered what was good for the patient. Patients only had to 
comply. People were the recipients of treatment and advice and doctors were the providers in 
the system. Medical colleges and Nursing schools were set up in the countries to provide doctors 
and nurses for service in the system which was directed by the alien doctors. 


First health propaganda and publicity 


In the 1930s, just before the countries attained independence, the Rockefeller Foundation had 
launched anti-hookworm campaigns in different parts of the world. The campaign in Java 
introduced health propaganda and publicity as a part of it. The success achieved in enlightening 
people about the prevention and control of hookworm disease made the Foundation introduce 
similar campaigns in Sri Lanka (Ceylon), India, etc. This was the first imported version of health 
education in the countries of South-East Asia, which followed the bio-medical model of 
allopathy. In this method, people were informed and instructed through printed and projected 
media and lectures as to what they should know and do regarding health and communicable 


diseases. 


3.3. Post-colonial Era 


USA 


As soon as the Second World War was won, the USA launched external aid programmes which 
included health education projects for safewater supply and sanitation in some countries of 
South-East Asia. These projects also followed health propaganda and publicity approaches and 
methodologies similar to the earlier anti-hookworm campaigns. The assistance included a 
consultant, training of nationals and supply of printing and AV equipment. Army vehicles were 
converted as audio-visual mobile vans for undertaking health propaganda and publicity in rural 


areas. 


WHO 

In the late forties, WHO established a Health Education Section at its headquarters to see oa 
“Health Education of the public becomes an essential aspect of every ne activity an 
requires the participation of all health workers in partnership with man ou Ra. 
community groups and individual”. WHO also formulated guiding principles for oo os 
health education — study of the people, planning with people, community pom 8 = 
of the local leaders, cooperation of other agencies, multidisciplinary team work, selection 0 
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thods and media and evaluation. It also provided during 1954-71 guidelines ngieeens 
= f health education like school health education, training health personnel in hea 
es i ost-graduate preparation of health workers for health education, planning health 
ER Hs eae in health education and health education in the health aspects of family 


planning. 
WHO/South-East Asia Region 


Through its South-East Asia Regional Office, WHO, in the early fifties, a ogee 
Countries to set up suitable health education organizations in the ministries of hea a tn 
provided fellowships to the national health professionals to obtain advanced training in healt 
education offered by selected universities in the USA. After considerable initial hesitation, the 
region made substantial progress and became a pioneer in a short period in establishing and 
promoting health education. Consultants were assigned to train nationals in health education 
and to introduce health education in the teacher training programmes of the national education 
system. The Region organised during 1958-1978 a series of inter-country workshops to develop 
practical strategies in planning health education, development of curriculum in health suitable 
for primary and secondary education, planning and evaluation of field training programmes, 
appropriate education methods and media and in social sciences research methods as 
applicable to health education. The valuable strategy guidelines developed in this region were 
in great demand in other regions of the world. 


Family planning weakens health education 


During the early seventies, health education had a serious set-back in most countries of the 
South-East Asia Region when reorganised national family planning programmes were 
launched. These programmes received considerable external financial, technical and material 
support. The health education components of the programmes were changed to Information, 
Education and Communication - IEC. IEC was given high status, senior officers and staff and 
ample resources. This not only generated confusion in the concept, principles and 
methodologies of health education, but also damaged its image. Health education with depleted 
funds, personnel and leadership stagnated and languished. 


By about the mid-seventies the Health Education Section at WHO headquarters was 
merged with the Division of MCH and Family Planning. A senior Health Education Specialist 
was made responsible for all health education work in the Division. But, fortunately, the 
South-East Asia Region continued its progress in health education inspite of the confusion 
caused by IEC vis-a-vis health education and downgrading of health education in Geneva. 


However, national health education organizations had to face many difficult financial, 
administrative and technical problems. 


Primary health care strengthens health education 


The Alma-Ata Declaration in 1978 is a land-mark in the history of health and health education. 
It gave health education a “place of prime importance in promoting individual and community 
self-reliance and developing people’s ability to become full partners in health promotion and 
care”. Health education became the most vital component of primary health care and an integral 
part of all other seven components. Many of the principles and methods of primary health care 


and health education are similar. Therefore, to reach the goal of HFA, health education needs 
to be strengthened and expanded to cover all sectors of development. 


To provide policy and multidisci 


Rip: plinary technical support from the WHO h 
a Division of Public Information an - eadquarters, 


d Education for Health was established. Again, health 
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education had to play a secondary role as the Associate Director in the Division. But, this is a 
very significant decision to emphasise the crucial role of health education in implementing 
primary health care especially at the community level. 


Health promotion 


However, the earlier confusion about health education and its negative image continued. Many 
industralised countries preferred to use the term “Health Education/IEC” instead of health 
education. Some used all the three terms, while others considered health education as a major 
means for health promotion programmes. There were and are a variety of interpretations of the 
term “health promotion”. In 1989, the Working Group on health promotion in developing 
countries convened by WHO reviewed health promotion concepts and principles and stated 
that “health promotion is an integral part of the primary health care strategy for the attainment 
of HFA in developing as well as developed countries. It synthesizes education for health and 
social mobilization through strategies based on advocacy, development of supportive systems 
and empowerment of people for wise individual and collective health choices”. 


Contribution of health education 


While challenging the delegates of the 13th World Conference on Health Education in 1988 to 
accelerate, expand and intensify health education, Dr Hiroshi Nakajima, Director-General, 
World Health Organization, focussed on the emerging tasks of the health educators and 
highlighted some successes in health education. He stated that “health education played a 
significant role in such areas as cardiovascular health, smoking and health and road safety”. “It 
had brought about marked changes in the behaviour in certain homosexual groups by strong 
educational campaigns on AIDS”, he added. “The impact of health education can be multiplied, 
he stated, if the nation as a whole and its leaders became actively involved”. He urged the health 
educators not to be timid in their aspirations and isolated in their actions. The Director-General 
invited his audience for massive educational efforts at all levels utilizing the latest techniques 
of modern communication, social marketing, community organizations and skills of counselling. 


Division of Health Education and Health Promotion 


As if to ensure the importance of health education in the coming years and the high priority 
given toit, the former Division of Public Information and Education for Health was re-organised 
as the Division of Health Education and Health Promotion at the WHO headquarters. It is 
envisaged that the new division will provide dynamic leadership in developing and implementing 
policies and programmes of strengthening the health education and health promotion 
components of all programmes especially in primary health care and AIDS prevention and 
control. Similar reorganization and strengthening are urgently needed at the South-East Asia 
Regional Office and in the Member Countries to accelerate the present progress of health 
education programmes. Further, they have to meet the major challenge of education to prevent 
and control HIV infection and AIDS successfully in the coming years. 


HIV AND AIDS PREVENTION AND CONTROL 


4.1 AIDS Pandamic 


Since the beginning of the eighties, AID 
with unimaginable adverse impact on 
demographic aspects of human and nationa 


S has become an extraordinary global health problem 
the health, socio-economic, cultural, political and 
1 development. No country appears to be free from 
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dangerous infective agent HIV causing AIDS. Over 150 countries had reported 2 aren 
peer by mid-1990. But, it has been estimated that as many as e 00 000 i mus . 
senan ee Further, it has been predicted that 6: ten 8 ne e pitti rs ait ee 
7 - fhe year 2000 fee copie ee are now estimated to have 66 per cent of the 
votalaneael and it ’ expected to increase to 75 to 80 per cent by year peel 
effective prevention and control of AIDS is immediately nies involving every 0 y 
agency on a world-wide basis with continuous and concerted efforts. 


4.2 HIV Transmission 


Fortunately, transmission of HIV is limited to three channels, viz. via sexual intercourse, through 
administration of infected blood or blood products or sharing of contaminated injecting needles 
and equipment and from an infected mother to her foetus or infant. The HIV does not spread 
by any other route. It takes about 10 years for AIDS to manifest after HIV infection, 73 per cent 
of the HIV infected people will develop AIDS within 15 years and 95 per cent within 20 years. 
The infected people are not aware of the dormant HIV in their body. When AIDS manifests, 
the HIV would have destroyed the vital body resistance system and the person suffers from a 
set of various signs and symptoms which can be sub-divided into five stages, viz. acute illness; 
latency phase; persistent generalised enlargement of lymph nodes; “AIDS-related complex - 
ARC” and AIDS. 


4.3 AIDS Disease 


The acute illness phase includes fever, lymph glands enlargement, night sweating, headache and 
cough. The latency phase is characterised by absence of illness and symptoms. Persistent 
generalised lymphadenopathy phase shows enlarged lymphnodes in two or more sites other 
than groin for at least three months duration. Patients with “AIDS-related complex (ARC)” 
have symptoms, signs and immunological defects as those of AIDS patients, but of less severity. 
They are — weight loss, malaise, fatigue and lethargy, anorexia, abdominal discomfort, diarrhoea 
with no specific cause, fever, night sweating, headache, itching, amenorrhoea enlarged lymphnodes 
and spleen and lesions of skin and mucus membrane, which lead to a diagnosis of AIDS or ARC. 
AIDS itself represents the most severe stage of the clinical spectrum of HIV infection with 
opportunistic infections and tumours. AIDS dementia occurs in one-third of the patients. 


4.4 AIDS Prevention and Treatment 


At present, nothing can be done to protect an HIV-infected person developing AIDS. No 
vaccine is as yet available to prevent infection; neither is effective, inexpensive and safe drug 
treatment. Education is the only “vaccine” against AIDS. It is possible to prevent the spread of 
HIV infection through individual behaviour change ~ like adopting safer sex habit, using 
HIV-free blood for transfusion, using properly sterilized injection needles and by infected 
women avoiding pregnancy. So far, education leading to changes in individual sex behaviour 
and establishment of a lifestyle of safer sex in the community remains the key measure for 
prevention and control of AIDS as a part of the primary health care approach. 


4.5 AIDS Education 


The World summit of Ministers of Health of 


148 countries in their landmark — “Lond 
Declaration on AIDS Prevention, 1988” ae 


stated that “We consider that information and 
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education programmes should be aimed at the general public and should take all account of 
social and cultural patterns, different lifestyles and human and spiritual values. The same 
principles should apply equally to programmes directed towards specific groups involving those 
groups as appropriate”. Education will be effective if it includes health care needed, social 
service with practical assistance and personal support. Counselling those with HIV infection, 
their relatives and others concerned with their care will be essential. Surveys in 34 countries 
including 8 of the poorest indicated in 1988 that 97 per cent of the people polled had heard of 
AIDS and knew how it was transmitted. But, significant numbers thought that insect bites (23 
per cent), drinking glasses (22 per cent) and casual contact (15 per cent) transmitted AIDS. 
This shows that education is still needed to remove false beliefs and wrong attitudes. Accurate 
knowledge helped in minimising stigmatization of HIV infected persons and fear of AIDS. 


4.6 Safe Sex Behaviour 


A review of education for prevention and control of HIV infection and AIDS undertaken in 
many countries of the world indicate that positive behavioural changes had resulted. They were 
due to factors like assessment of individual and target audience characteristics, beliefs, values, 
feelings and practices about sex-life and AIDS, locally relevant and targetted messages and 
information, credible sources of education, appropriate practical solutions with perceived 
personal benefits, education linked with health and social services and ensuring a supportive 
environment. To facilitate sustained behaviour change, face-to-face encouragement and 
support were essential. It was also due to orientation and preparation of health and allied 
workers, faculty of training institutions, mass-media experts and personnel, leaders of religious, 
social and political organizations on their role in the prevention and control of AIDS. The review 
highlights the urgent need for improving programme planning of educational strategies with 
practical details of evaluation and management besides identifying specific sections of the 
population and special areas for concerted action. Constant alertness is necessary for timely 
correction of mis-information, rumours and wrong messages that may be circulated by vested 


interests. 


4.7. AIDS in South-East Asia 


Countries of the South-East Asia Region in the past nine years have been sensitised to the 
possible disaster from the AIDS epidemic. They have made preparations to contain HIV 
infection and to prevent and control the spread of AIDS as an important component of primary 
health care requiring urgent attention. The prevailing situation of the problem was reviewed in 
1987 and a regional plan of action for implementation of the global AIDS strategy was 
formulated. National AIDS Committees have been established. Much needed expertise on 
different aspects of HIV and AIDS has been developed with the assistance of WHO and other 
WHO have visited countries of the Region to assist them in 
the preparation of plans to launch prevention and control measures with required additional 
financial and technical assistance. Key officers of different disciplines have been trained and 


sophisticated equipment and materials have been supplied. 


agencies. Teams of experts from 


4.8 AIDS Education in South-East Asia 

limited number of HIV positives and a few AIDS cases have been reported 

n for the prevention and control of HIV/AIDS activities, 

nd for general public awareness, have been 
pamphlets, newspaper stories, calendars, 


Though a relatively 
inthe South-East Asia Region, educatio 
particularly aimed at high risk behaviour groups a 


progressing. Information materials like posters, 
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d educational materials such as flip charts, flash cards, 


film strips etc., have been used. Mass media programmes including multi-media qi pine 
TV spots and stories, radio broadcasts, video programmes, film shows, cinema sli : shows 
exhibitions have also been used. Many countries of the Region have organize weer 
workshops, conferences and meetings for health personnel, journalists, media correspon Fan 
medical practitioners, religious leaders, community leaders and high-risk groups. The year 19 
was declared as “Anti-AIDS Year” in Thailand. Studies to assess the awareness created by 


AIDS education programmes were undertaken in some countries. 


magazine articles, pictorial booklets an 


(1) An inter-country workshop on “health promotion for prevention and control of AIDS” 
was held during the end of December 1988. It reviewed the present status of planning, 
implementation and evaluation of anti-AIDS education programmes. It also provided 
practical experience in targeting audiences, conducting focus-group interviews, designing 
messages and pre-testing materials. The workshop examined the results of social market- 
ing and promotion of condoms undertaken in different countries as a part of their 
campaign against AIDS. It also formulated specific strategies for implementing anti-AIDS 
education programmes. One of the outcomes of the workshop has been a useful 
WHO/SEARO publication containing sample educational materials produced by the 
Member Countries and at the workshop. By now, many more strategies and materials must 
have been tested for their effectiveness among specific target groups in different cultural 
settings and for various purposes. 


(2) In January 1990, another inter-country workshop on “monitoring and evaluating AIDS 
health education activities” was held. Apart from exchanging experiences on monitoring 
and evaluation going on in the Member Countries, the participants worked on alternative 
evaluation designs using as an example a teacher training programme to implement AIDS 
education in the school curricula. 


(3) From the above, it can be inferred that in AIDS prevention and control, health education, 
individual behaviour and community social behaviour are intimately linked. Health educa- 


tion and AIDS education cannot be separated from social, cultural, economic and political 
life. 


HEALTH, EDUCATION AND HEALTH EDUCATION 


5.1 Processes of Human Development 


Health, education and health education are ever changing and evolving dynamic processes like 
life itself. They are parts of the cultural stream and human development, adapting to the political 
and socio-economic environment and the progress of science and technology. Though the basics 
of the concepts and principles of these processes form an everlastin 
components, approaches, methods and means kee 
and experiences acquired. 


g foundation, their 
Pp on changing as per the newer knowledge 


5.2 Health 


The current definition of health is not identical with that 
century. Recently, spiritual well-being has been accepted a 
in addition to the physical, mental and social compon 
Conference on “Health Promotion” 
Welfare, Canada said that 


which prevailed at the turn of this 
s another vital component of health 


ents. Addressing the International 
: in November 1986, the Minister of National Health and 
health ceases to be measurable strictly in terms of illness and death, 
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it is a basic and dynamic force in our daily lives influenced by our circumstances, our beliefs, 
our culture, our social, economic and physical environments”. This concept portrays health as 
a part of every day living, an essential dimension of the quality of life. The Committee for the 
Study of the Future of Public Health in USA 1988 states: “Public Health is what we, aS a society, 
do collectively to assure conditions in which the people can be healthy”. Further, the Committee 
wonders how so much has been done so well and with so little. It assigned this achievement to 
two major factors, viz. “the level of scientific and technical knowledge and the public values and 
popular opinions”. Today, health is a holistic, and positive component of total development and 
is fundamental for the realization of the aims of life and for enjoying a high quality of life. 


5.3. Education 


Education, similarly, is the vital process and means to facilitate the manifestation of human 
potential and perfection which every one possesses within. The World Conference on Education 
for All (1990) declared, “every person — child, youth and adult — shall be able to benefit from 
educational opportunities designed to meet their learning needs. These needs comprise both 
essential learning tools (such as literacy, numeracy and problem solving) and the basic learning 
content (such as knowledge, values and attitudes) required by human beings to be able to 
survive, to develop their intellectual capacities, live and work in dignity, to improve the quality 
of their lives, to make important decisions and to continue learning”. 


These definitions of health and education are relevant to Health Education and AIDS 
Education strategies. 


5.4 Health Education (IEC, IEH, HP) 


Health education being an amalgum of health and education reflects their attributes and is 
committed to a democratic learning process, human dignity and community value system. 
Health Education can be defined as the art of applying Social and Health Sciences for 
facilitating people to develop a healthy lifestyle and behaviour. Information, Communication, 
Motivation and Media are integral parts of Health Education. Health Education helps to make 
people health conscious and develop a high value for health. It involves multidisciplinary team 
work in planning educational strategies, in designing media campaigns, and in effective use of 
electronic and mass media and folk-communication activities. It is an art of working with people 
of various backgrounds to satisfy their needs by their own actions and resources and by 
mobilizing resources of other sectors. Its main function is to create appropriate educational 
ing environments for people to make their own enlightened decisions and 
act upon them. For this purpose, it uses the home, schools, work place, markets, hospitals, 
associations and places where people meet and employs methods and media suitable to the 
target groups and problems. This type of learning 1s as complex as it is time consuming. But, 
when practised with sincerity and careful planning, it does yield the desired results as repeatedly 
demonstrated in all the countries of the Region. It has failed when its principles are ignored 
and unscientific methods are followed. Those with unrealistic or high expectations of quick 
spectacular results as in surgery and medicine will be greatly disappointed by the natural slow 


processes of education. 


opportunities in vary 


5.5 Health Education in Programmes 


s been an integral part of health, education and of all human and national 


ucation ha 
ener: It withers and dies in isolation and therefore cannot be separated 


development programmes. 
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from people and programmes. A critical examination of the role played by ie ae : 
the uni-purpose programmes, like smallpox, plague, guineaworm, malaric ae racial 
eradication, prevention and control of STD, substance abuse and non-communic eo oi 
and in the multipurpose programmes like community oS Sage women ; é nf I 
development, applied nutrition, integrated child development and family p ae yie stom 
dividends for formulating innovative approaches to meet the challenges of healt education an 
AIDS education. Educational programmes in sectors, like agriculture, education, information 
and broadcasting, public health engineering, social welfare, labour, etc. will provide many clues 
and guidelines for strengthening health education and AIDS education strategies. 


5.6 Pointers from Conferences 


During the past five years, several national and international conferences, symposia and 
seminars were held on primary health care, health education and AIDS prevention and control. 
The one at Riga (1988) and that at New Delhi (1989) reviewed the progress of primary health 
care, and noted the decrease in infant mortality, under 5 mortality and maternal mortality rates 
and the 50 per cent coverage of immunization in 1980s. They re-emphasized the key principles 
of equity, effectiveness, affordability, people’s participation and intersectoral collaboration for 
application. Development of leadership for HFA at all levels and in all sectors and empowering 
people were stressed as priorities for immediate action. A new interdependent formulation for 
HFA 2000 and beyond was developed with detailed recommendations for action at the Delhi 
Conference. Reiteration of these principles which are not different from those of health 
education is significant. 


At the 13th World Conference on Health Education (1988) in its special session on 
“Education and Communication Policies in HFA”, Mr H.S. Dhillon, Director, Division of 
Health Education and Health Promotion, WHO/HQ, pinpointed the achievements of health 
education and suggested that current weaknesses be removed by continuing education, 
preparing creative trainers and building alliances with trade union leaders, women’s groups, the 
media sector and environmentalists. At the same conference, Dr J. Mann, Director, 
WHO/GPA, stated that for preventing HIV transmission the focus should be on behaviour 
modification through information and education, providing health and social services, 
treatment of drug users, use of condoms, counselling support, advice based on the supportive 
social environment, avoiding panic and fear, building public confidence and commitment. It is 
useful to note that Dr C.F. Turner, National Academy of Sciences, USA, stressed at the 
conference, that sexual behaviour is influenced by many factors. There is a substantial basis for 
pessimism that education conceived as merely providing information about the risks will yield 
appropriate behavioural change. Programmes, he stressed, should inform and also motivate. 


These important views and suggestions are valuable for developing future strategies for health 
and AIDS education. 


5.7 Regional Committee Technical Discussions 


Information and Education for Health in support of HFA 2000 was the subject of the Technical 
Discussions at the 40th Session of the WHO/SEA Regional Committee in 1987. The working 
paper, the country information papers and the Report of the Technical Discussions described 
the status of IEH in the Region and recommended ways and means to renew and revitalize IEH 
for meeting the challenges of HFA 2000. These recommendations focused on re-orientation of 
policies, higher allocation of resources, strengthening media support and inservice training 
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developing linkages with health-related sectors, preparing multi-media packages, adopting 
social marketing and undertaking appropriate field research. 


5.8 Reviews of Health Education Development 


Two critical reviews of the development of health education were undertaken recently by two 
outstanding health education experts, Dr S.S. Jha and Dr J. Grossman. Their reports which 
were published by WHO-SEARO as Regional Health Paper No. 17 (1988) and Technical 
Publication No. 10 (1988), highlight the strengths and weaknesses of IEH/Health Education in 
the Region. Dr Jha states that “some very positive developments have taken place. But, at the 
same time, it also shows some underdeveloped areas that need urgent attention”. IEH “is 
catching on in the Region. There is the beginning of a realization that, to attain HFA, people 
need to be informed and educated”. Dr Grossman mentions that “growth of health education 
in South-East Asia is remarkable as an organized system and as a process in the past four 
decades. It has a firm value orientation, an expanding conceptual framework and a methodology 
increasingly relevant to the culture in which it functions”. Conclusions on pages 67-70 of Paper 
17 and statements under “further strengthening and new directions” in Publication No. 10 are 
very important suggestions for meeting the future challenges successfully. 


5.9 Felt Needs 


While primary health care, health education and AIDS education, particularly in the countries 
of South-East Asia, show remarkable achievements, the current situation prevailing in the field 
especially at the periphery, sub-district and district levels calls for immediate attention and 
action as they are still beset with conceptual confusion, deficiencies and weaknesses, which 
endanger the on-going programmes. If a forward movement towards HFA 2000 has to be 
sustained and accelerated, the following essentials have to be ensured. 
— Strong commitment and will (political, administrative, professional, financial and 
manpower) to implement and support health education and AIDS education concepts, 
principles, approaches and programmes at all levels of administration. 


— Advocacy of health education and AIDS education on a continuing basis to improve 
the visibility and image among different sections of the population, the government, 
legislature and building up of national and international leadership. 


Building health education and AIDS education based on local culture, lifestyle, value 
system, communication channels, folk art and media, traditional medicine and others. 


Developing dynamic leadership in tune with primary health care and health education 
philosophy at all levels of health education and AIDS education management. 
Systematic planning, programming, monitoring and evaluating health education and 
AIDS education strategies with involvement of the community and all relevant sectors 
and NGOs. } 
Human resources development (health, allied sectors, NGOs and community) for 


health education and AIDS education on a continuing basis to provide and maintain 
services at the optimum level of professional and technical competence. 


Mobilization of adequate resources through increased government allocations, 


involvement of community, NGOs, industry and other sectors. 


Building of multi-disciplinary team work with people and development sectors as 


partners. PAC SNITY pe 
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rogramme management 


i ducation and AIDS education p 
Efficient and effective health educati ae 


to obtain maximum results with the available men, money, 
especially at the periphery. | 
— Emphasis on comprehensive health care education including promotion of health, 
prevention of diseases, early treatment and rehabilitation and not just curative services. 
Similarly AIDS education should also be comprehensive covering all aspects of AIDS 
prevention and control and the needed social, medical and psychological support. 


MEETING THE CHALLENGES 


Understanding and Commitment 


More than a decade after the acceptance of primary health care and HFA/2000, it may not be 
wrong to record that the health and allied personnel including health educators working in the 
field have yet to understand clearly the concept and principles of primary health care and its 
first component: Health Education. Old roles and responsibilities which include some health 
education continue. By training and supervision, they continue to function as health providers 
and consider people as recipients of their services. It is difficult for them to accept people as 
equal partners and develop inter-personal relationships accordingly. There is no re-orientation 
of their thinking and attitudes from their old conventional outlook. The rationale behind inter- 
sectoral coordination is not understood and appreciated. Doctors who are the leaders of the 
health teams mostly engaged in rendering curative services are not mentally tuned to provide 
comprehensive health care. Advocating self-reliance in health matters is not attractive to them. 
They are ill prepared to play the new roles required by the latest developments. Due to lack of 
genuine commitment, the gap between policy and implementation is widening. Budget 
allocations for health education are generally inadequate. 


Educating the Educators 


In order to implement the educational component of Primary Health Care and AIDS 
Education, health educators, school health educators, hospital health educators, social and 
behavioural scientists, communication specialists, advertising and social marketing experts, 
journalists, T.V., radio and other electronic media specialists and artists responsible for health 
education and AIDS education are in urgent need of updating their knowledge and skills in 
newer and more effective educational strategies, innovative approaches, modern educational 
methods and media, with respect to primary health care, HFA/2000, health education and 
AIDS. They have to acquire a deeper insight into the culture and lifestyle of local communities, 
disadvantaged sections of population, religious groups, women, youth and the elderly. 
Knowledge about local language phrases, idioms and words commonly used would make 
interpersonal communication effective. Those engaged in the educational aspects of the other 
seven elements of primary health care should also know the culture and behaviour of people as 
related to those specific health and social problems. Ability and skills in the educational 
programme planning with people and other sectors assumes greater importance in primary 
health care, and therefore, this has to be strengthened. Though there has been a lot of emphasis 
on involvement of people as partners in health education, except in isolated instances. little 
seems to be happening. There is inadequate organized mobilization of local human resoupens 


use of local community organization, involving folk artists, traditional healers and birth 
attendants. 


HEALTH EDUCATION STRATEGIES IN SOUTH-EAST ASIA 53 


Enlisting Cooperation 


All functionaries of development sectors and non-government organizations need orientation 
in health education as a component of primary health care. They could be effective agents of 
health education provided they know what role they could play and how. They are keen to have 
technical support and assistance from the health sector to ensure their effective cooperation. 
The health sector should also take interest and participate when required by the programmes 
of other sectors. There are many dynamic and effective NGOs working in the field of child 
health, handicapped children, women and youth development, which are keen to participate in 
the health sector’s programmes. Health education and AIDS education could easily mobilize 
and channel this invaluable resource. 


Major Challenges 


From the above situation of health education in primary health care and in the light of the 
foregoing review, analysis and conclusions about health education and AIDS education 
strategies in the context of primary health care and HFA/2000, the important challenges to be 
faced in the 1990s are: 


— To clarify concepts and principles of health education in operational terms for clear 
understanding and application in the community, in the health care establishments and 
in the training institutions. 

— To practice primary health care concepts and principles in relation to its health 
education component (and other components) by health and allied personnel as a part 
of their normal functions, duties and responsibilities. 


— Tobuild health education based on the local culture, values, beliefs, attitudes, practices 
and socio-economic situation of people. 

— To develop leadership possessing both human and professional abilities and having 
genuine commitment to health education at all levels. 

— Todevelop human resources for providing health education in all primary health care 

components and in AIDS prevention and control. 

To launch special health education programmes to involve women, children and youth 

in promoting their own health and to function as health educators. 

_ Tostrengthen knowledge and skills in health education programme planning including 
monitoring and evaluation in partnership with community and development sectors 
utilizing local resources to the maximum. 

— To promote action research capabilities for making health education efficient and 
effective and for discovering appropriate technology. 

Most of the above challenges are not new, but have assumed greater relevance and importance 

HFA/2000 and the outbreak of the AIDS pandemic. With education 


d control measure against it at present, meeting these challenges, 
ty in allocating adequate resources for their solution. 


in view of primary health care, 
being the only prevention an trol 
hopefully, will receive the highest priori 


Plan of Action for Practice 


that those who have been practising health education continue to be committed 


i umed idi 
abAp 48 are able to demonstrate its validity. 


to its philosophy and principles and 
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It is also assumed that the countries which have accepted the panies: aon = ech 
as the key to HFA/2000 are still committed genuinely to imp emen ‘ _ - 
socio-economic and political implications. To formulate a plan of pay or ae ‘i 
challenges and to practise primary health care concepts and principles in re ones i its ni 
education component by health and allied personnel as a part of their ae tiie ions, a 
and responsibilities, the following chart of principles, components and functions of the 


components may be examined. 


Primary Health Care Analysis 


Functions of 


Principles Components Components 
Equity and social justice. Equity in provision of 1. Health education 1. Services 
health services.Based on the social, cultural, political, (AIDS education) ae 
economic environment of the community i. 2. Training 

2. Food and nutrition 

Community involvement with people as partners. Active 3. Research 
community participation in health decision making with 3. Safe water and basic 
bottom-up planning and top-down support. sanitation 4. Advocacy 
Inter-sectoral cooperation and coordination, 4. MCH and family planning 
integrated with activities of development sectors (AIDS education) 5. Planning 


and NGOs. 


Reliance on available community resources fostering 
self-reliance and self-care. Use of indigenous system of 


5. Immunization 


6. Programming 


medicine and use of folk-media and artists. 6. Prevention and control 7. Managing 
Health intervention at the periphery by trained workers. of diseases 

A comprehensive approach to Health Promotion — disease (including AIDS) 8. Financing 
prevention, curative and rehabilitation services 

Appropriate health technologies — Culture, being 7. Treatment of injuriesand 9. Monitoring 


Target and Area specific. communicable diseases 
10. Evaluating 
7. Integral part of national health and development 8. Promotion of mental 
system with focus on health promotion and prevention health 
of diseases. 9.Provision of essential 


drugs 


11. Reporting 


The component of health education has to perform eleven functions in the light of its own 
philosophy and principles as well as that of primary health care which are not different. So far, 
health education has been only partially successful in practising its principles, due to various 
reasons. With the declaration of Alma-Ata, there was hope that these principles will be 
implemented with vigour. So far, this hope has not materialised, because concrete steps to 
translate them into action in planning, in implementing and in evaluation of primary health care 
and in the activities of field workers, have not been taken. If this is continued, primary health 
care will lose its vitality and become the conventional health service of the past. Therefore, it is 


essential to operationalize the concept and principles of primary health care for application by 
all personnel in their day-to-day work. 


An Analytical Approach to AIDS Awareness 


In the above chart, one of the eleven functions of health edu 
one of the services to be provided by health education coul 
AIDS epidemic. How can this awareness 

primary health care and the current scienti 
relevant questions will arise for the first ste 


cation is service. Taking an example, 
d be creating awareness of a possible 
campaign be planned applying the principles of 
fic knowledge and facts about HIV/AIDS? What 
p in planning the campaign? 
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The following could serve as an example: 
1. Is there political and administrative approval for creating AIDS awareness? 


ek ak What are the knowledge, beliefs and attitudes among the people of different age, sex, 
education, occupation and other characteristics in the prevailing cultural millicu regarding 
AIDS causation, transmission, symptoms, treatment, prevention and prognosis? 


b. What are the knowledge, beliefs and attitudes about STD and where do people go for 
treatment? 


c. What are the essential features of sex life in general and among specific groups 
vulnerable to HIV infection? 


3. Which sectors and NGOs could be involved to obtain what information, where, when and 
how? What preparation and assistance do they need to do this well and in time? How can 
this help to create awareness about AIDS? 


4. Inwhat ways can the local population — men, women, youth, community leaders, traditional 
healers and birth attendants and community organizations — be involved actively to collect 
information about AIDS? What preparation and assistance do they need? How can this 
serve as an educational experience on AIDS? 


5. What are the local communication channels, meeting places, organizations, radio, TV and 
other media facilities, educational and cultural institutions, folk art and other resources 
which could be used for creating awareness? How can they be mobilized and used? 


6. Whatare the specific duties and responsibilities of the health sector personnel and health 
education personnel in particular? What role should they play, how, when, where and why? 


Five of the important principles of primary health care and health education have been 
included in the above eight activities of the first step of the AIDS awareness campaign. The 
health personnel should become sensitive to their importance and usefulness in their 
application. Similarly, other steps of the campaign should be planned. This will enable the health 
sector to know that when principles are applied, they not only ensure success, but also build 
cordial relationships with people and other sectors. 


Multisectoral Workshops at Health Centres 


Likewise, a constructive analytical approach may be followed in working out the details of other 
functions of the health education component and also for the other elements of primary health 
care. Countries of the Region may consider doing this through multisectoral workshops at the 
peripheral health centre level with the support and guidance of the district primary health care 
council. The council will include members from the district health and development sectors, 
NGOs actively working in the district and community leaders of the district who are interested 
in health development. The main objectives of the workshop should be to understand the 
primary health care approach for realising HFA and to develop guidelines for Bene: 
primary health care principles in the functions, duties and responsibilities to be carried out by 
personnel of the health and other sectors, besides NGOs and communities. 


Task Force on Each Challenge 


The national health education and related or 
multisectoral task forces on each of the major c 


ganizations may set up multi-disciplinary and 
hallenges stated above for preparing a plan of 
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action to meet them. The plans of action may be examined for modifications, if necessary, and 
for implementation at the district, sub-district and health centres and at the training institutions 


of health and other sectors. 


Since the electronic media, other mass media and folk media have a key role in Ha 
education, multi-media health education and AIDS education committees shoul ¢ 
established as a part of the national and district health education oo Malis 
would approve media strategies of the health education programme, mobilize and coordinate 
media inputs and guide evaluation of the strategies. 


Danger signals 


Implementation of the above suggestions, especially at the health centre and community levels 
will further strengthen health education, AIDS education and the primary health care approach 
to attain the goal of HFA/2000 within a reasonable period. If the programmes depend mostly 
on technology without reference to basic principles, it is likely that the primary health care 
approach may have to face the same situation that health education has been forced to face 
now. Examples of failure of community development in different parts of the world in the past 
few decades clearly indicate that the principles were overlooked and avoided by the vested 
interests, which were threatened by empowering people. There are subtle indications of a 
repetition of this in the case of primary health care also. Have we learned how to learn from our 
own experiences? Will the twenty-first century hold us responsible for indulging in sophisticated 
technology and gadgets ignoring the basics of human development? 


Conclusion 


Dr Dorothy S. Nyswander, Teacher of many Teachers whose inspiration and wisdom has guided 
many health education programmes for many decades in different parts of the world, stated in 
1987 while addressing the faculty and students of the University of Hawaii, “I want to share with 
you now, while I am still a viable health educator, what I see to be the studies and demonstrations 
which have shaped my practices as a health educator in the field and influenced my behaviour 
as a human being. I call these studies ‘classics’, because I think that they will be as important in 
the future as they have been in the past and present. I think, they will serve as guides to the 
behaviour of human beings as long as there are human beings on this planet earth”. It is hoped 


that we all have such classics to share and be human beings besides being scientists and 
technologists. 


Annex 4 


HEALTH EDUCATION IN SOUTH-EAST ASIA: 
AN OVERVIEW AND FUTURE PERSPECTIVES 


by 


U Min Swe* 


INTRODUCTION 


Towards the end of the century and a decade before the year 2000, a point in time set for reaching 
the HFA goal, it is opportune to review health education development and the progress made 
over the years. 


Health education activities in WHO’s South-East Asia Region were initiated four decades 
ago, with India, Myanmar, and Sri Lanka in the early fifties taking the first steps to establish a 
Central Bureau of Health Education under their respective Ministries of Health. Since then, 
other countries have followed suit, and with the establishment of a Bureau in Bhutan in the very 
near future, all eleven countries in the Region will have an office for health education in each 
Ministry of Health. 


Some recent events at global and regional level give added impetus to not only take stock 
of health education development but to consider the perspectives for health education action 
in the next ten years. Following the meeting held in Riga, USSR, in 1988 to review the progress 
made ten years after Alma-Ata in achieving HFA goals through PHC, an Interagency Regional 
Conference on Health Development was convened in New Delhi in early 1989 to review progress 
in the South-East Asia Region in implementation of HFA/2000 strategies, to identify measures 
for intensifying social and political action and to review and identify actions/measures for 
improved intersectoral input for health development. Another event was the Technical 
Discussions during the fortieth session of the WHO Regional Committee for South-East Asia 
on Information and Education for Health in support of HFA/2000 held in Pyongyang, DPR 
Korea in 1987. During the discussion the current status of IEH was reviewed and the 
implications of new policies and approaches in achieving the goal of HFA/2000 were considered. 
This was followed by recommendations for action. In view of the valuable inputs made during 
the above two meetings and the ensuing recommendations on making fresh efforts and 
identifying new approaches to overcome residual problems, a consultation such as this, in which 
we are participating, has an obligation to take note of the outcomes of earlier deliberations while 


interacting on connected issues. 


*WHO Short-term Consultant 
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therefore, proposes to cover three major sections, WHO 
evelopment of public information and education for health, 
tates, and perspectives for future action. It is not 
the intention to give directives or to suggest solutions to the various eres ce ss soca 
operationalising health education. That must remain the concern of in a a oS 
However, together we can share ideas and experiences and provide moral and professiona 
support to contribute to the achievement of the wider goal of HFA/2000. 


This background paper, 
collaboration to support the d 
development of health education in Member S 


WHO COLLABORATION TO SUPPORT THE DEVELOPMENT OF 
PUBLIC INFORMATION AND EDUCATION FOR HEALTH 


The World Health Organization, since its inception in 1948 asa specialized agency of the United 
Nations, has expressed in its Charter its commitment and leadership to improve the quality of 
life and wellbeing of people everywhere. The WHO Constitution includes as one of the 
principles, “The health of all peoples is fundamental to the attainment of peace and security 
and is dependent upon the fullest cooperation of individuals and the State”. To achieve this kind 
of partnership, directives for health education are found in the functions enumerated under 
article 2: “To assist in developing an informed public opinion among all peoples on matters of 
health.” 


It is significant that Health Education of the Public was identified as one of the Sections 
in the newly established international health Organization’s functional structure and considered 
essential in fulfilling the objectives of this Agency. Health education was recognized as an 
essential part of every health activity requiring the participation of health workers in partnership 
with many other agencies, community groups and individuals. An Expert Committee on Health 
Education was convened in 1953 to give general direction to global activities. The report of this 
Committee laid down principles that would apply universally with flexibility for application in 
regional, national and local situations. Two statements from the Report made in 1954 are quoted 


below considering their relevance to the present and future practice of educating people for 
health. 


“The aim of health education is to help people to achieve health by their own actions 
and efforts. Health education begins therefore with the interest of people in improving 
their conditions of living, and aims at developing a sense of responsibility for their own 


health betterment as individuals, and as members of families, communities or 
governments. 


Health is but one of the elements in the general welfare of the people, and health 
education is only one of the factors in improving health and social conditions. It 1S, 


however, an indispensable factor and should therefore be integrated with other social, 
economic, health and educational efforts.” 


Further support for health education was expressed by the World Health Assembly in 1974 
when a resolution was passed requesting the Director-General “To develop ways and means of 
providing additional support, including manpower and funds, for the Organization’s 
programme of work in health education in accordance with available budgetary resources 
taking into account its essential role in programmes for socio-economic development” : 


The Alma-Ata Declaration in 1978, setting the HFA goals gave an added boost to elements 
central to health education practice by underscoring people-centered public health action 
through community Participation, building self- reliance and self-determination focusing on 
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overall development based on equity and social justice. In presenting the primary health care 
approach as the means of achieving health for all, education concerning prevailing health 
problems and the methods of preventing and controlling them was mentioned as the first of 
eight essential elements included in the approach. 


In view of the WHO goal of health for all by the year 2000, it was considered necessary to 
takea fresh look at health education approaches and practices. For this purpose, a WHO Expert 
Committee on New Approaches to Health Education in Primary Health Care met in 1982. In 
addition, the experience gained over the past three decades and the many developments in the 
fields of social sciences and communication technology had much to contribute to health 
education. The Report of the Committee delineated certain characteristics of the new 
approaches to health education in primary health care including a people-oriented health 
technology; involving lay resources to contribute to promoting health; enhancing social 
influences on health and ensuring health supportive community values and norms; and 
facilitating a constant two-way flow of information between people and decision makers through 
health care providers. 


The above mandates and recommendations for health education action identify health 
education as a vital component for health development but on taking stock there does exist a 
void between stated purposes and directives and implementation and realization. 


In 1988, ten years after the Alma-Ata Declaration, a meeting was held in Riga, Latvia, 
USSR, to review progress made over the decade and to know what perspectives appear for the 
year 2000 and beyond. The range of successes and failures were indeed wide. There is a broad 
band of developing countries that have made distinct progress in dealing with health problems. 
Some of the countries are from the South-East Asia Region - Thailand, Indonesia, Sri Lanka, 
the State of Kerala in India and so on. Other countries have not been able to pull together 
necessary resources, and implement programmes. In analyzing progress, some notable findings 
with very particular implications for health education were identified. There was a lack of 
involvement of people in deciding about and implementing health programmes, and 
communities were seldom involved in the development of health programmes. In a statement 
of renewed and strengthened commitment to health for all by the year 2000 and beyond, made 
during the meeting in Riga there were specific directions for health education. These are: 


(a) “Renewing and strengthening strategies for health for all ...... inviting people’s active 
participation in the development and implementation of the strategies. 


(b) “Intensifying social and political action for health ....... to support shifts in policy and 
allocation of resources ........ including involvement of communities and other interested 


groups to seek mechanisms for promoting new partnerships for health among them....... 


(c) “Developing and mobilizing leadership for all ...... to bring creativity, advocacy, 
commitment and resources to bear on health development. 


tion, technical support and decision making 


a i EB actgss b iding informa 
(d) “Empowering peopte hii ca: le of women in health and development.” 


possibilities ..... give special attention to the ro 


Following the meeting in Riga, a conference on health development was held in New Delhi 
in 1989 to chart the course to be taken in the South-East Asia Region. Focus was placed on 
intensifying social and political action for the future and accelerating action for Health for All. 
One such area for action was social mobilization through people’s empowerment. This will be 


elaborated later in the paper. 
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The South-East Asia Regional Office of WHO has, over the past four decades, made 


concerted efforts to support its Member States in developing health rina of: —- 
part of their respective ministries of health and in many cases . of edu — rae 
To initiate and strengthen national capabilities for health education in the — y, ohn 
and work place, WHO has organized intercountry consultations and works fs snEpe ; 
national level meetings, ensured manpower development through awarding ellows west : 
professional studies and visits, provided expertise through consultants and wet supplie 
equipment, audio-visual materials and books, entered into joint partnerships wit nationa 
governments to provide technical and financial support to substantial health education projects 
addressing infrastructure, manpower and programme development. 


In this effort WHO has received assistance from other international and bilateral agencies 
such as UNICEF, UNFPA, UNDP, SIDA, DANIDA, Ford Foundation, Rockefeller 


Foundation, and others. 


After an initial period of leadership from committed regional advisers from another region, 
the Health Education Unit in SEARO has for the past two decades been headed by those who 
have made significant contributions to health education in their own countries, from within the 
South-East Asia Region. There has also been a close professional and personal relationship 
that has been built up over the past 40 years between the health education personnel among the 
Member countries in the Region. 


It is noteworthy that the Health Education Unit at the Regional Office has for most of the 
time been manned by a single staff member, the Regional Adviser. Programme activities have 
been planned and undertaken mostly by this person with assistance from consultants and 
temporary advisers from within and outside the Region. This has contributed to both the 
development of individual professionals and to the quality of the programme developed. 


Other developments in SEARO that had an impact on health education has been the 
emergence of certain health problems calling for urgent and concerted action. In addition to 
the PHC programme, the survival and health development of children, the health of mothers, 
family health and family planning, water and sanitation, nutrition, immunization, control of 
diarrhoeal diseases, control of communicable and tropical diseases, control of cardiovascular 
diseases, smoking and substance abuse and recently the control of HIV infection have all made 
varying demands from the health education unit making an impact on health education plans 
and actions. Most of these programmes have an urgency to meet targets and all of them seek 
people’s compliance to behaviours conducive to health and the avoidance of health-risk 
behaviour. These programmes usually have additional resources to meet their targets and have 
at times provided the means to place health education personnel in needed positions at the 
Regional Office and within country projects. Funds from these programmes have been used to 
strengthen national health education infrastructures and to enhance health education 
manpower in terms of numbers and technical capacity. Preparation of manuals and educational 
material have been made possible through resources from these special programmes. There are 


also examples where these additional inputs have made it possible to demonstrate to decision 
makers the efficacy of health education. 


Advocacy, community organization 
developing health for all leadership, creatin 
that have long been within the boundarj 
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At times, however, programmes do choose not to seek such cooperation resulting in duplication 
of activities and expenditure on materials and inputs that are not cost-effective. 


The leadership provided in health education by WHO and its regional office has made 
varying impacts on its Member States, some of which are big in area and population like India 
and others are small like Bhutan. In the following section, a brief description of the progress 
made in the countries will be presented in terms of policy formulation and setting of objectives, 
infrastructure development, strategies and programme activities and recent initiatives in health 
communications, social mobilization, school health education, and linkages made between 
health education and other programme elements of PHC as well as intersectoral linkages. 


In looking at progress made in national health education development, one must recognize 
that achievements or failures are not solely dependent upon sound health education policies 
and strategies or on the ability and commitment of the health education leadership and team. 
There are a number of other factors that determine the direction and speed with which health 
education activities are moving. It is useful to recognize some of the important factors listed 
below and to give due consideration to their impact on the development of health education in 
countries. 


(a) Seriousness with which the political system views implementation of policies supporting 
equity and social justice and fair sharing of national wealth. 


(b) Educational level of the population at large, particularly of women. 


(c) Status of women in society: and the freedom that women and other individuals have in 
making decisions about their lives. 


(d) The hold that tradition has on the life of large sections of the population. 
(e) Freedom enjoyed by the mass media and the influence the State has on its functioning. 


(f) Mechanisms for decentralization of power and resources, and greater involvement of 
people in public affairs. 


(g) Readiness and mechanisms to involve people at the grass-root level in planning and 
implementing programmes that affect their wellbeing. 


(h) Providing infrastructures for delivering health and welfare services to reach all people, 
especially the disadvantaged and underserved. 


(i) Modified training programmes that prepare health and related personnel to gain the right 
attitudes and skills to function in a service that respects people-centered action. 


DEVELOPMENT OF HEALTH EDUCATION IN MEMBER STATES 


Policy and Directives 


All eleven Member States in the South-East Asia Region have an explicit national policy on 
primary health care which includes health education. In addition, in some countries overall 
national health development policy has both explicit and implied reference to health education. 


Organizational Infrastructure and Manpower 


ent have an organizational structure for health education 


ries excepting Bhutan at pres dacobainage 
_omhag te: h as well as at lower administrative levels. Soon, Bhutan 


within their national ministries of healt 
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will establish an Information, Education and Communication for Health Bureau, in the 
Department of Health Services under the Ministry of Social Services. 


Bangladesh, India, Indonesia, Thailand, and Sri Lanka have a taal ae Pale 
of organization directly under the Ministry of Health or under a directorate = er the Minister 
of Health. These national offices have anumber of wings or units to undertake planning, training, 
materials production and media activities, research and evaluation and provide suphpe ip 
special programmes, and so on. These countries also have an organizational set-up for healt 
education at the state/provincial/divisional/regional, district and for some even at the 
sub-district level. There are health education functionaries with specialized training in health 
education to man these offices. All six countries have postgraduate training programmes to 
prepare health educators in addition to post-certificate courses in health education for health 
workers with health education responsibilities. . 


Nepal reports a move aimed at reorganizing and upgrading the national health education 
service bringing together health education personnel and resources of the Ministry of Health 
under a new division. 


Mongolia and the Democratic People’s Republic of Korea have a Central Health 
Education House/Institute manned by medical doctors specialized in health education who 
supervise and coordinate health education activities all over the country. At lower levels there 
are provincial/republican health education houses/rooms where educational activities are 
undertaken. At all administrative and institutional levels (hospitals, clinics etc.), it is obligatory 
for all doctors and nurses to regularly conduct health education activities in close collaboration 
with the professional health education doctors. 


Myanmar has a Central Health Education Bureau with 14 State and Divisional Bureaux. 
The Bureaux perform IEH activities in the context of the people’s health plan. These include 
training, production and use of educational materials, health communication through the mass 
media and exhibitions, conducting behavioural research and providing technical and logistical 
support to state and divisional level activities. 


In Maldives, the health education unit at the central level is located in and under the 
administrative control of the training school for health workers, under the Ministry of Health. 
The Director of the Institute has public health education training. The health education and 
media officers are community health workers with health education training. In view of the 
geophysical and socio-economic realities of Maldives with scattered coral island communities 
in atolls and lack of manpower, health education services are directed at coordinating 
educational activities at all levels and encouraging communities to be self-reliant. 


In Bhutan, health education activities are undertaken by the health development staff at 
all service delivery points. The information department produces health education materials. 


The health school in Thimphu provides health education training to health workers who function 
at all levels. 


HEALTH EDUCATION: OBJECTIVES, STRATEGIES AND ACTIVITIES 
Objectives 


Most countries have clearly defined objectives for health education with varying emphasis. Some 
of the most commonly stated national objectives relate to increasing health awareness changing 
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people’s knowledge, attitudes and practices to be conducive to health, promoting and sustaining 
self-reliance in people, creating a demand for community participation in special programmes 
such as the Expanded Programme on Immunization, oral rehydration therapy (ORT), child 
spacing, antenatal care, nutrition of under 3 year olds, control of flon-communicable and 
communicable diseases including AIDS, helping people with decision-making for health 
bringing about health-related behaviour modification (adopting healthy lifestyles) iA 
individuals, families and communities, encouraging active involvement of people in health 
efforts, use of modern media technology for health communication to support different health 
programmes through health education, to promote and undertake research related to health 
education, to monitor, evaluate and document IEC programmes to educate people on health 
in collaboration with NGOs, to mobilize existing local resources for health and so forth. 


Strategies and Programme Activities 


In countries like Bangladesh, India, Indonesia, Thailand, Sri Lanka and Nepal, where there 
exists an infrastructure with separate wings: and units under the central office of health 
education, strategies are spelt out in more detail to cover the work of the different wings and 
units. For instance in Thailand, eleven strategies have been delineated which cover most of the 
strategies identified by the other countries. It includes developing a network of governmental 
and nongovernmental organizations for health programme implementation, setting up advisory 
committees for health education, developing health manpower for health education action, 
developing community leaders for health, conducting health related behaviour studies, 
establishing health education demonstration centres for developing innovative and new health 
education strategies, developing media and appropriate technology for health information 
dissemination, mobilizing existing local resources for health education units, integrating health 
education in the school system and using the mass media to disseminate health information. 


In many countries, priority health problems have been identified for concerted action and 
health education inputs in related programmes are given special attention. For instance in Sri 
Lanka in addition to ten PHC elements, six others have been identified for health education 
and organized community efforts. They include, simple rehabilitation, mental health, school 
health, oral health, occupational health and prevention of blindness and visual impairment. The 
strategy in Mongolia includes working closely with women’s and youth organizations and 
focusing on feldsher units, health centres and hospitals. 


Indonesia’s strategy for health communication is part and parcel of the national general 
information policy which is directed at creating an integrated information system popularly 
called “national information under one banner”. This system uses the rural broadcasting and 
village paper’s project (KMD) to serve the basic needs of the village community which also 


includes health. 


National Initiatives in Selected Areas 


tion, countries were requested to briefly describe recent 
he following four areas: health communications, social 
nd intra-sectoral linkages between health education and 
h care. A summary of such initiatives in the Region will 


For the purpose of this consulta 
initiatives to strengthen activities in t 
mobilization, school health education a 
other programmes under primary healt 
follow. 
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Health Communications 


The major focus of health education officers and health personnel in ewan tect ne 
Indonesia, India and Sri Lanka is communicating health at the Ld aan level. si er, 
the mass communication media unit under the national office of healt e eae — arging 
its broadcast activities especially since there has been a rapid increase in the number of receiving 
sets in the community. The radio and TV is used to transmit health messages through ——s 
programmes. Video cassettes on health topics are also prepared in view of its growing popularity 
over films. The printed media continues to be used. Posters, leaflets, charts, folders on health 
topics are regularly produced and distributed. Billboards are also used to carry health 


messages. 


Observance of health days and organizing health exhibitions are other activities 
undertaken. 


Bhutan and Bangladesh are using religious groups to communicate health. Lay groups 
such as mothers’ groups, and school-teachers are prepared to communicate health messages. 
In Bhutan, the information department is preparing selected materials on health with the use 
of the mobile van and health campaigns are organized seasonally. Cinema theaters project slides 
with health messages. 


In India and Sri Lanka, the bureaux provide training and assistance in the preparation, 
pretesting and use of educational material to State/Regional health education officers. There 
are different units under the central office in both these countries for printed and broadcast 
media. 


Many of the countries publish periodicals on health. Cooperation with the ministries of 
education and information and with concerned NGOs is maintained to coordinate health 
communication activities. 


In countries like Indonesia, collaboration with cartoonists is being established for 
preparing cartoons with health messages considering the popularity of this medium with young 
people. Efforts are also underway to include health in entertainment programmes. Popular 
singers and performers are used to communicate for health. 


A number of countries like India, Thailand and Sri Lanka have health orientation 
programmes for media personnel at national and lower levels. 


__ Folk media is being revived in many countries and interesting experiences are gained in 
using folk songs and drama to communicate health messages. Rural populations as well as city 
folk are finding this medium interesting. Handwritten village 


é newspapers are popular in some 
countries. 


In countries like India, preparation of educational materials must take into consideration 


such varying factors as language and culture. The central bureau therefore distributes type 
materials for adaptation by the state bureaux. 


None of the countries have elaborated on how com 


munication strategies are planned as 
part of the overall health education com t i 


reall ponent of a health programme. Neither has the impact 
of these communication efforts on health behaviour been elaborated. Considering the 
difficulties in studying the impact of an educational input when many other significant variables 
also determine health behaviour, this is not surprising, 
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Social Mobilization 


Health education has for long been familiar with community organization. In recent times social 
mobilization isa terminology used for ensuring community action for health. Mobilization it is 
said has more punch and implies more action and refers to gaining peoples’ action for health. 


Social mobilization has much relevance in developing countries for improving peoples’ 
health. Bangladesh had a good experience in mobilizing the community for an EPI campaign. 
Bhutan and Bangladesh have mobilized the support of the religious community for health action 
in support of national programmes on family planning, child health, sanitation, personal 
hygiene, etc. Mothers’ groups have been prepared and stimulated to act for health in their 
families and in the local community to serve as health information multipliers. Private drug 
sellers are being motivated to support the malaria control programme in Bhutan by taking blood 
smears and providing presumptive treatment for fever cases seeking medicines. 


In India, the scouts and university students under the National Service Scheme (NSS) are 
being mobilized to take part in health education programmes in schools and in the community. 
In Myanmar, community leaders and womens’ groups have committed themselves to work for 
national programmes on water and sanitation in three townships. In Indonesia, communities 
have been mobilized to participate in nutrition education, ORT campaign, generic drug 
campaign, Vitamin A campaign and AIDS control. 


Sri Lanka has for the past several years an unique system whereby 60 000 volunteers are 
organized to impart health education in the community. They are the effective link between the 
PHC workers and the community. These volunteers are selected with the help of community 
and student leaders, housewife groups and village committees. In Nepal, 14 000 female 
volunteers and mothers’ club members have been trained in two regions to work with other 
mothers. Local health and development committees and community health volunteers have also 
been involved in a number of health programmes. 


In Mongolia, new directives were given to work more closely with women and youth groups, 
as well as trade unions on programmes to improve the health of the people. 


Indonesia is increasing collaborative activities with the Family Welfare Movement (PKK) 
for health action. Youth-to-youth and women-to-women approaches in support of health are 
also being given added emphasis. 


With few exceptions, efforts at mobilizing communities for health have not been 
systematically planned in the countries. It can be best done when national overall plans permit 
such mobilization and political will desires and seeks the participation of community groups in 
development. To an extent, experiences in Thailand, Indonesia and Sri Lanka have 


demonstrated this. 


School Health Education 


chool child has been on the agenda of WHO since its inception. In 
addition to being a sizeable part of the population of Member States in the Region, school-age 
children are tomorrow’s citizens and a country’s assets. What they believe and know about health 
and their lifestyle will have a significant impact not only on their own health but also on that _ 
their present and future families as well as on the communities they live in. WHO, UNICEF, 
UNESCO and national governments have therefore focused attention on the proper 


development of this group of children and youth. 


Health education of the s 
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The impact of education interlocks with that of health, nutrition and welfare in pepe: 
child development. Since school-age children and youth constitute the oid O ie 
resources for the future, health education plays a vital role in total national development. 


Several independent WHO and joint WHO/U NESCO/U NICEF meetings ae sie the 
attention of Member States to the need for providing sound health education for sehOn -age 
children and youth. Most recently the Declaration made ai the World Conference onE Broun 
for All pointed out that “education can help ensure a safer, healthier, more prosperous an 


environmentally sound world”. 


All countries in the Region have made varying inputs for school health education through 
their ministries of health and education. In Bangladesh, school health coordination committees 
have been established at the national and lower levels. Health education has been included in 
the curriculum of primary schools and teacher training programmes. Health training of school 
teachers has been undertaken in Bhutan to enable them to function as health communicators 
to students and the community. Teachers have been given responsibility for first aid, treatment 
of minor ailments and supervision of personal hygiene and environmental sanitation. 


Indonesia has for some years had the “little doctors” programme which uses school children 
as health communicators to their parents. Attention has been focussed on health education in 
nursery schools and in the first and second grades in elementary schools. In view of their 
popularity, comic books are being developed for school children on health topics. 


Since 1975, India has made a systematic effort to strengthen school health education. A 
national health and nutrition education committee was instituted in 1957. Health education 
syllabi for different school levels have been prepared and teacher training in health education 
has been instituted. The syllabi were circulated to state health and education departments and 
health education has been integrated in allied school subjects at primary and secondary levels. 
A resource book on health for teachers has been prepared on the request of State governments. 
The Central Health Education Bureau (CHEB) provides consultative services to a number of 
national educational councils, boards, directorates and departments. Recently the CHEB has 
helped develop a draft curriculum on physical education including health education for classes 
Ito X. A number of activities including preparation of books and courses have been undertaken 
by the CHEB for both students and teachers at national and district levels. 


In Sri Lanka, the Health Education Bureau works closely with the curriculum development 


division of the National Institute of Education — Master of Science health teachers are being 
trained in health and so are primary school teachers. 


In Myanmar, efforts are underway to revise school health education curricula to be in tune 


with existing health programmes. School teachers are being trained at the teachers training 
institute to undertake health education activities. 


In the Maldives, the school health programme is confined to Male but will be extended to 


other islands. Health education of pupils and parents is carried out covering such subjects as 
oral health, nutrition, immunization, personal hygiene, etc. 


In Nepal, school health curricula, texts and teachers’ guides were developed as early as 
1970s jointly with the Ministry of Education and Culture. These have been since revised and 
updated at five year intervals. The health content is integrated in science and other subjects in 
grades 1 to 8 and health is an elective subject in grades 9 and 10. There is a move to institute a 
more comprehensive school health education programme to emphasize healthy living in the 
school and to emphasize school-community cooperation. Pilot school health education studies 
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have been supported by UNESCO in selected districts. The collaboration of village committees 


mothers’ clubs, youth organizations and farmers and local groups is envisaged in making the 
school an important focus for PHC development. 


Intra-sectoral and Inter-sectoral Linkages 


The linkages to be established by health education includes those within the health sector with 
all health programmes addressing the control of diseases and the promotion of health, as well 
as linkages between health and other related public sectors. 


Although health education is seen as an integral part of all health programmes in the 
Region, its intra-sectoral influences seem limited. 


It appears from information available that the relevant IEH inputs into the overall health 
planning process in most countries in the Region are limited. This could be due to the fact that 
IEH research, poorly developed as it is, has not generated significant new knowledge that could 
influence policies and strategies. Even when some information is available, this may not always 
be used by health planners. To give direction to policies and programmes, and particularly to 
IEH programmes, feedback from the community is most essential. Due to people’s 
non-participation in IEH activities, community responses are not readily available. National 
health plans and strategies thus rely mainly on the aggregate statistics obtained through existing 
health information systems which in many instances do not reflect the real situation and needs 
of the community. The mechanisms that exist for coordinating health education activities with 
other health sectoral activities at the formal structural levels are not clear. 


Every health programme - whether it is EPI, nutrition or others - includes to a lesser or 
greater degree some IEH components in its strategies. The extent to which the national health 
education organization is involved in the planning and implementation of these programmes is 
not known. 


Much depends on the formal mechanisms available for effective interaction and 
coordination. The availability of trained manpower with adequate authority to facilitate such 
coordination, both within the health sector and between health and other sectors is another 
deciding factor. 


Bangladesh reports coordination with other sectors through the departments of education, 
youth and social welfare, and press information, division of women’s affairs and agriculture 
extension programmes. Intra-sectoral linkages were established with other programmes such 
as EPI, communicable disease control, malaria, tuberculosis, leprosy and goitre control, 
nutrition, blindness prevention, drug addiction, cancer control and AIDS prevention. 


Bhutan indicates that health education is a part of all PHC programmes and hopes to 
improve linkages with the establishment of the IECH Bureau very shortly. 


In Indonesia, annual meetings are held with other PHC programmes to identify the 
educational inputs and to plan suitable ‘nterventions. Funds for this are allotted both from the 
health education and concerned programme budgets. 

s who are administrative heads at the divisional 


In Sri Lanka, Assistant Government Agent rative hi 
their full cooperation in implementing health 


level are invited to seminars on PHC to gain 
programmes. 
ation Division is involved in the planning of other health 


In Myanmar, the Health Educ i 
ble for developing appropriate educational interventions. 


programme activities and is responsi 
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There will be further improvement in the national health plan to strengthen linkages already 


established. 


Mongolia reports that intra-sectoral linka 
other PHC programmes are weak and need to be strengthened. 


ges between the health education system and 


Main Constraints in Implementing 
Health Education Action 


For many countries around the world and for most in this region, health education is not given 
the priority it deserves in terms of administrative support and needed resources. 


Some countries in making the report have chosen not to mention the constraints faced by 
health education while others have listed some. These are summarized below: 


(a) Lack of adequate equipment and facilities at the district and lower levels for carrying out 
satisfactory educational activities. 


(b) Absence of a health educator at the health centre level. 


(c) Flight of qualified health educators to other programmes attracted by possibilities for 
upper career mobility. 


(d) inadees allotment of finances, budget cuts and diversion of resources from health 
education. 


(e) Non-availability of transportation and fuel for effective population coverage and 
supervision. 


(f) peer communication by advertisements on health issues and little resources to deal 
with it. 


(g) Poor or lack of understanding of the social and behavioural sciences among 
decision-makers that prevents them appreciating educational inputs in health 
development. 


(h) Persistence of decision-makers in perceiving health education as confined to audio-visual 
and media activities. 


Rene : : : : ; 
(i) PE ac by those in authority to involve people in planning health and educational 
Qj) Lack of facilities for behaviour and educational re i 
° e oqe se h 
bring about credibility for health education. pecans tos Ot 


(k) Dependence on another department for i ; 
tne: materials 
convincing them to consider people’s needs. Production: @ii er 


(1) Growing demands on health i csthat 
pala education that cannot be met because of limited staff and 


(m) Non-utilization or improper utilization of trained health educators 


(n) Lack of coordination and inadequate technical dir 
as non-involvement of the health education servi 
education policy and strategy. 


ection and guidance from above, as well 
ce in making high-level decisions on health 
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PERSPECTIVES FOR THE FUTURE 


In order to achieve the goal of HFA/2000, it would be relevant and useful to consider health 
education perspectives for the future on the basis of the ten recommendations made at the Riga 


meeting and the areas discussed at the Inter-Agency Regi 
. onal Conf, 
Development in 1989. Bene EE ence on Health 


aS The meeting at Riga, reflecting 10 years after Alma-Ata, had made a key statement that 
“it is urgently necessary to recognize and acknowledge that many of the most serious health 
problems remain largely untouched by development efforts. These residual problems which 
contribute so heavily to the human burden of death and disability, sound an insistent call for 
careful assessment, more vigorous application of current approaches, as well as for new 
approaches - new research, new mechanisms, new partnership, - in order that these problems 
may be overcome”. This may not be entirely true for some of the countries in the South-East 
Asia Region and yet it does have relevance to the Region as a whole. 


Being fully aware and recognizing the persistence of residual problems, health education units 
within the ministries of health in the Region must respond to the call for action and be vigorous in 
applying current and new health education approaches to contribute to solving health problems. 
Some health education perspectives under each of the four areas are presented below. 


Policies and Strategies 


The experience of health education in informing and educating people must be built upon to 
advocate to decision-makers to recognize the inter-relationship between health and socio-economic 
development and to address the need for new and revised policies that permit greater awareness of 
health in people and consequently their involvement in health development. Advocacy for adequate 
resources to prepare people to participate wisely is also an issue for action. 


Re-examining health strategies and plans of action with a view to revise them and to include 
appropriate health education components is most essential for the success of programmes. 
Advocacy at another level with community leaders to take up health issues seriously and to 
mobilize themselves for action is also an area to be considered. 


Involving health education personnel when formulating national health policies and 
strategies and preparing health plans has been stressed already by some countries. 


People and Development 


Health educators work with people, communicating health messages and facilitating health action. 
While there is a need to find new approaches to improve upon this, there is also an equal need for 
health educators to encourage people to communicate with the health services and among themselves. 
Not only should mechanisms to facilitate such participatory communication be developed but also 
processes to act upon people’s needs should be ensured. Meeting the health service and educational 
needs of the very poor and disadvantaged must receive priority. This involves hardship for the health 
workers and requires special preparation for acquiring the right attitudes and skills. 


Empowering people for health action is not confined to providing information and persuading 
them to act. It involves working with them to know their potential to be self-reliant. The role of women 
and youth in health action is being increasingly felt and must be maximized. Other groups like teachers, 
cooperatives, consumer groups and trade unions should also be encouraged to support health. The 
health education service must focus on developing women’s power for health and harness youth power 
as well. What they can do when enthused has been already demonstrated in some projects. 
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Much needs to be done in improving communication for health. What is cgi st — 
adequate both in terms of population coverage, content and quality. ee Hi oe 
and use of media for conveying health messages needs to be examine , renewe se e re 
systematized. More careful planning to make communication an integral par ee 
comprehensive educational component is a real need. At present, resources are ber ecause O 
the absence of such planning, which also leads to a loss of credibility for health education. 


Structure and Systems 


The focus is now on strengthening district health systems. What does that imply for health 
education? Atleast five countries in this region have a health education presence at the district 
level. Priority attention must be directed at renewing and strengthening health education 
activities at the district level. This should concentrate on effective health communication for the 
people, leaders and community groups; on establishing networks and mobilizing people for 
health action; on proper utilization of services; on developing community leadership and 
self-reliance; on strengthening health education skills of other health workers; on planning for 
educational inputs with other health programmes; establishing alliances with extension workers 
in other sectors and so on. 


New approaches in health education call for a review in the existing training programmes 
and plans for human resource development. 


The effective training, placement and use of health education personnel should receive 
priority attention if best results are to ensue. 


Technologies and Research 


There is a need to study behavioural determinants of health as well as educational interventions 
for effectiveness and designing simpler and more appropriate action-linked studies. Using 
findings to improve programmes calls for greater attention. Also important is the utilization of 
findings from research already undertaken over the years, for example, on reproductive 
behaviour, child development, and dietary habits. Monitoring and evaluation are areas that must 


be incorporated in health education plans for in addition to assessing achievement it also 
provides material for future planning. 


CONCLUSION 


Taking an overview of the past and present activities in health education and recalling the 
support received in its development does give insights into how things were initiated and 
sustained, and what was right and what went wrong and for what reasons. This Consultation will 
provide the forum to discuss this more in depth, to develop and strengthen strategies for more 
effective health education in the Region in the context of HFA/2000 with special reference to 
the prevention and control of AIDS. The forum will also provide opportunities to reflect on 
how strategies can be translated into action. Thereafter, what will be done in the future is left 
to the commitment, initiative, enthusiasm and courage of individuals and groups who must take 


responsibility for national health education development and, through this tri 
wider goal of HFA/2000. ; gh this, contribute to the 


Annex 5 


MOBILIZING SOCIETY FOR HEALTH ACTION 
by 


H.S. Dhillon* 


Most health problems and premature deaths are preventable. Health technology and scientific 
knowledge exists to combat health problems at an affordable cost. And, health education is 
recognized as a viable public health intervention and a vitally important means of addressing 
the health challenges. 


Certainly, health education and promotion efforts have achieved much. The latest has been 
in meeting the challenges caused by the spread of HIV. In doing so, health educators around 
the world have established new and important alliances to fight this life-threatening pandemic. 
For example, in many areas homosexual men, who have been disproportionately affected by the 
pandemic, are not only heeding health messages themselves, but are educating others to heed 
them and to appropriately care for those who are infected. The turning tide in favour of 
smoke-free environments, the increasing concern for healthy eating habits, the substantial 
increase in immunization of children and the increasing community participation in 
programmes for safe water supply in many countries are examples of success in which health 
education played an important role. 

It is true that health educators have strived to help people acquire the knowledge and 
skills they need to lead a healthful life. However, it must be acknowledged that increased 
knowledge and encouragement of behaviour change are essential but not enough. Steps must 
be taken to create conditions that will enable them to choose a healthy life-style. For example, 
a mother may acquire the necessary knowledge and skill to feed her children well, but to do so, 
she must also have access to healthful food. Otherwise, she has no choice. Affordability and 
access, as well as social support and encouragement, are necessary. 


The goal of health education must therefore be two-fold: to promote healthy life-styles, 
both individual and collective behaviours supportive of health, and to create social and 
economic conditions that are conducive to healthful living. 

To fully achieve this goal, we must also help people to bring about conditions that will enable 
them to live a healthy life. This includes conditions such as healthy food, safe water, access to health 
care services, legislative support, policies and even procedures — for example, in maternity hospitals 
that make it easier for new mothers to breast-feed their infants. Knowledge alone, without adequate 
support systems and facilities, is not enough to lead people to action. 


*Director, Division of Health Education, WHO, Geneva 
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Much can be learned from social marketing oo. when oe he a mee pet 
in the marketing of products 
bes Boe of ad eee a health. The critical elements in marketing eage ae 
their parallel in promoting healthy behaviour and fostering community aaa? ion. i sei 
include consumer or market research, product or service quality, a distribution ae ork, 
product or brand image, price and consumer affordability, accessibility, consumer satislaction 
and promotion. All these elements together form a package that ensures success. 


Health development goes beyond marketing health. It rests on people’s initiatives. It is not 
just extending health services. It calls for the involvement of the people, both individually and 
collectively, in actions for health. It demands political commitment, supportive policies, healthy 
environment and living conditions and life-styles conducive to health. 


The challenge lies in involving all societal forces — social, political, religious or professional 
_ both at the local and national levels, to achieve health goals in the spirit of equity and social 
justice. We must strengthen social action to build widespread awareness and vigorous public 
support for health. Social action is a key to our future — a key that can improve our effectiveness 
in transforming health know-how and technology into resources that service the people. 


Let us consider more specifically what we can do to facilitate social action. Our efforts 
must be focussed at three levels: 


— First, we must continue to work effectively at the community level to prepare people 
with the personal health knowledge and skills needed to improve their health and 
well-being. These efforts must aim at and achieve widespread “health literacy”. They 
should be given the highest priority for programmatic action because they enable 
people to begin protecting themselves without delay. Additionally, our work at the 
community level should be enhanced with increased emphasis on how to stimulate 
“collective” action to improve conditions necessary for good health. 


— Second, we must increase health education efforts aimed at the systems level. This 
includes maintaining efforts to help people mobilize community resources for local 
actions. It also includes increasing efforts to help people mobilize societal forces within 
systems, beyond those of individual communities systems — particularly health, 


development and social services — must be responsive to the needs and aspirations of 
the people. 


- Third, we must increase health education efforts aimed at the policy and political 
levels. This includes efforts to help people articulate their health priorities and needs, 
place health high on the public agenda, and effectively lobby for policies and legislation 
supportive of health. The message must reach the policy-makers, legislators and 


interest groups that investment in health is not only a social imperative, but also a 
political asset and sound economics. 


We must build alliances with social and political forces, professionals, public, press, private 
sector and voluntary organizations. We must reach beyond the health sector to the food housing 
transportation, education, commerce and public works sectors. We must involve and draw He 
the strengths of organizations representing youth, women, consumers, school teachers, workers 
and trade associations; religious and political institutions; and the mass media. 


In making efforts to mobilize societal forces at each of these three levels 
must overcome some of the limitations which have been im 
These include: 


, health educators, 
portant impediments to progress. 


(1) Working in isolation. Public health initiatives that work in isolation will remain weak, while 
building alliances and generating multi-sectoral support will provide strength. 
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(2) Working at singular levels. The initiatives that are timi 
és ™ timidly focused onl 
local community levels will not have far reaching ious. a 


(3) Working in poverty. Public health initiatives that do not actively seek to mobilize resources 
for health will remain poor, while strategies to mobilize multiple sectors are critical for 
accelerating, expanding and intensifying actions for health. 


(4) Lack of skills and experience for undertaking initiatives to meet today’s challenges 
Increased skills in networking and alliance building, as well as skills in using mass media 
methods will be required by health educators and others as they reach beyond the health 
sector to enlist public support for health. Similarly focus must be placed on assuming 
increased advocacy roles and gaining management and negotiation skills. 


These are a few of the impediments that will be overcome and the capacities that will be 
gained as health educators increase efforts at each of these levels. They will contribute to our 
future success. But, we must recognize that mobilizing society and facilitating social action for 
health will not be easy. It is a complex process. 


It is this complexity that challenges our continued and future success. Therefore, it is 
important for us to share with each other, and our colleagues, what we are learning about this 
complex process; and to try to establish a common understanding of what needs to be done. 


In 1989, WHO contributed to this learning process by convening an interdisciplinary 
working group to identify the principal strategies for fostering social action. 


There was strong consensus among health educators and other working group participants 
that we must be able to apply three principal strategies in achieving such action. These strategies 
are summarized in WHO’s “A Call for Action — Promoting Health in Developing Countries”. 
They are: 


Advocacy: to mobilize people, both within and beyond the health sector, for initiating and 
maintaining health-supportive policies, resources, programmes and environments. Advocacy 
raises priority for action in support of health. 


Empowerment: to equip people with the knowledge, attitudes and skills they need to 
effectively act in support of health. Empowerment prepares people for individual and collective 


action. 


Social support: to reinforce and legtimize health-related action with supportive policies, 
legislation, services and intersectoral actions. Social support makes it easier for people to act. 


These principal strategies for fostering social action are critically important for our 
continued success. The application of these strategies can help us obtain the resources and 
support we need to apply health knowledge and technology for health development. In applying 
these strategies to influence life-styles and conditions, health educators, health promoters and 
others are, in fact, serving as enlightened health activists. Indeed, they are striving to bring about 
social actions for health by activating individuals and communities toward the goal of equity and 
social justice in achieving health for all. 

As to our future, I think it is quite clear. It is social action in alliance with all sectors of 
society that will mobilize support from the public, the policy makers and the professionals. It is 
social and political action that will lead to improved programmes and programme outcomes, 
now and in the future — social action brought about by enlightened health activitists — like 
yourselves. Health education is, and will remain, a vitally important means of meeting the 


present and the future health challenges. 


Annex 6 


SCHOOL HEALTH EDUCATION IN THE CONTEXT 
OF HFA/2000 WITH SPECIAL REFERENCE TO 
PREVENTION AND CONTROL OF AIDS 


by 


Thomas T. Oommen* 


This paper considers the major aspects of the School Health Programme in the light of 
developments in the selected countries within the South-East Asia Region of the World 
Health Organization. It deals with a brief historical development of school health 
programmes, the reasons for having health programmes in schools, while highlighting 
some of the major considerations, particularly with regard to the planning, 
implementation and evaluation of School Health Education. It also advocates the role 
of education for health in schools in HFA/2000 and the prevention and control of AIDS. 
Finally, it raises some of the problems and issues to be considered. 


INTRODUCTION 


School health education may be defined as the sum total of experiences generated for the 
development of desirable knowledge, attitudes and skills in school children, pertaining to health. 
The ultimate goal is the development of health behaviour conducive to the promotion of a 
healthy life-style. The focus of school health education is on matters pertaining to personal 
health, the health of the family, the school community and the community at large. Its goals and 
directions are based on the definition of health as a dynamic state of physical, mental-emotional 
and social well being and not merely the absence of disease or infirmity. In addition to the 
structure and function of the human body, it deals with such broad areas as personal cleanliness; 
nutrition; dental health; posture; exercise, recreation, rest and sleep; growth and develope 
physical fitness; care of the body; mental-emotional health; and the various aspects of finde 
school and community health, including environmental sanitation, safety, comfort a0 


aesthetics, control of communicable diseases, health services and facilities and inter-personal 
relations and responsibilities. 


*Former Head of snes Health Unit, Ministry of Education Malaysia, Co-ordinator of ’Post Graduate Course in 
Health Education’, Public Health Institute, Ministry of Health, Malaysia and currently part-time Lecturer 
Department of Primary Care Medicine, Faculty of Medicine, University of Malaya, Kuala Lumpur ; 
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School health education is an integral 
t of : 
sadiseeieelseaaenas gral part of the total school curriculum at the primary 


THE DEVELOPMENT OF SCHOOL HEAL 
PROGRAMMES a 


Interest in school health and the earliest development of organized programmes of activities 
for health may be attributed to the American systems of health and education. The initial interest 
and concern was focussed on school buildings and the overall physical facilities. However, as 
the knowledge on communicable diseases and their transmissions grew, the chante was 
shifted to the control of communicable diseases. This went on till World War II when a 
significantly high proportion of the armed forces’ recruits showed physical health problems. As 
a result, physical education and physical health aspects became the focus of attention ae 
the subsequent years. 


Based on the results of the screening of armed forces’ recruits, during World War II, mental 
health took the centre stage during the post-war period. However, the nation-wide School 
Health Education Study of the 1960’s and the School Health Curriculum Project initiated in 
1974, became two of the outstanding efforts that brought about changes and new directions in 
the curricula of the American School system. The former resulted in a national curriculum 
design based on the philosophical and theoretical importance of inter-relationships among 
three fundamental concepts: growing and developing, interacting and decision-making. The 
emphasis, therefore, was on basic general concepts rather than specific topics and problems 
which essentially was the approach adopted by the School Health Curriculum Project. The 
latter’s original focus of educating school children about dangers of cigarette-smoking has since 
been made wider and more comprehensive. The above school health education designs and 
other similar efforts gained further momentum when President Kennedy in 1963 instructed the 
Secretary for Health, Education and Welfare to initiate studies on school health programmes 
and make recommendations for essential follow-up actions. 


On the international scene, interest in school health education began with the United 
Nations Educational Scientific and Cultural Organization and the World Health Organization 
recognizing health education in schools as an important part of general education and a vital 
means of health promotion. This joint concern was translated into a framework for action with 
the publication of the book Planning for Health Education in Schools, (Turner), 1966, . A global 
review on school health education was done in October 1985 by the WHO/UNICEF 
International Consultation on Health Education for School-age Children. Both WHO and 
UNESCO as well as a number of other international agencies also held a number of Regional 
Consultations from time to time. The focus on school health education in this Regional 
Consultation on Health Education Strategies in South-East Asia is yet another indication of 
WHO’s continuing interest and commitment for school health education. 


A number of Member Countries in the South-East Region have already implemented 
school health education with varying degrees of sophistication and success. In Indonesia, the 
School Health Programme is reported to have been established in 1872 during the Dutch 
occupation. However the School Health Programme lapsed during the Japanese occupation 
but was revived again in 1950. With the signing of a joint agreement between the Ministers of 
Health, Education and Culture, Religious Affairs and Home Affairs in 1984, the political will 
for an integrated approach for school health was initiated and a coordinating and administrative 


set-up was established. 
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undation for a comprehensive School Health Programme ee Be - 
with the formation of a national ae Health Oana eae gee er “ pene 
iti i and suggested ways an ; 

oe ee rele by ee in 1983 emphasizes the pea ha 
school health programme and requires organized school health services ie be integra pie. ee 
with the general preventive and curative services within a time-limite prea oa 
health education is based on intersectoral coordination. The national education policy : ae 
emphasizes the overall development of the young child, recognising the holistic wee Oo 4 i ; 
development. National health education curricula for elementary and lower secondary schools 
were introduced in 1987 and that for higher secondary schools in 1988. 


In India, the fo 


In Sri Lanka, school health education has its origin in physical education started around 
1875 which by 1891 became part of the normal curriculum in all schools. By 1920 it evolved into 
physical training and development. In 1931, a rural education programme was started in which 
health was included in the form of personal hygiene and health sanitation of the school and the 
locality. In 1950, a separate branch of Health and Physical Education was created in the 
Department of Education. Since the gaining of independence in 1948, Sri Lanka saw a number 
of developments in school health which included the establishment of the National Joint School 
Health Council of the Ministries of Education and Health, and the setting-up of a School Health 
Education Unit in the Health Education Bureau of the Ministry of Health. Formal instruction 
on basic health practices is carried out through an integrated curriculum in the primary school 
whereas in the junior high school there is a separate health education subject. In senior high 
school, health topics are included in the science subject. Nutrition is given a great deal of 
importance in health education. 


In Thailand, the policy for school health education is enshrined in the overall policy 
for health education which first appeared in the Fifth National Health Plan (1982-86) and 
is being carried forward into the sixth five-year plan (1987-91). The responsibility for school 
health education is shared between the Health Education and the School Health Education 
divisions of the Ministry of Public Health. The divisions collaborate with the Ministry of 
Education through the national sub-committee on Health Education in schools. Since 1978, 
a revised curriculum for health education is being implemented at the primary and Grades 
I, If and II of the secondary school. The curriculum for Grades IV and V was introduced 
in 1981. It is worth noticing that learning materials for children, a teacher’s guide for using 


curriculum and a teacher’s manual for producing teaching-learning materials have also been 
produced. 


It is encouraging to note that new directions and innovative approaches are emerging in 
the school health education programmes of the above four countries. For example, HFA/2000 
through PHC has become one of the underlying principles of teaching-learning health education 
at the primary level in Thailand. In India too, HFA/2000 is part and parcel of the long-term 
perspective plan for health. Nutrition education assumes a lot of prominence in school health 
education at all levels in Sri Lanka. In India an intensification of health education in the primary 
schools involves the intensification of education for nutrition and environmental sanitation 
together with basic health. While China has ‘Barefoot Doctors’, Indonesia has ‘Little Doctors’ 
(Doktor Kecil). The Doktor Kecil programme is essentially peer-gro 
intervention for health in the school, home and the community. 
involvement and participation of secondary school children for AIDS e 
It also has a School Guidance for Promoting Quality of Life Project. 


to build an appropriate environment and ensure that everyone has 
minimum basic needs. 


up educational 
Thailand promotes the 
ducation and campaigns. 
The aim of this project is 
the opportunity to satisfy 
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: Although the above review does not necessarily give a complete picture of the status of 
school health education in the SEAR Member Countries, I am confident that participants from 
the other countries in this region will provide the finishing touches. 


SCHOOL HEALTH EDUCATION: SOME MAJOR CONSIDERATIONS 
3.1 The Subject 


School health education means different things to different people. Even in the reports from 
the different countries that I have been able to study, the terms school health programme, school 
health education and school health services are used somewhat inter-changeably. It is also 
because of the different formats, strategies and approaches used for school health education. 


Traditionally, school health education, sometimes known as hygiene and physiology, or 
health science, emphasizes the cognitive aspects at the expense of the development of effective 
and psychomotor domains which are equally, if not, more important. This often brings about 
duplication and overlapping of content with other subjects of an already overloaded total school 
curriculum. 


Another common practice is to combine health education with physical education. The 
subject is usually taught by physical education teachers who tend to emphasise more on the 
anatomical and physiological aspects of the body functions. In addition, teaching-learning on 
the health aspects become rainy-day activities when outdoor physical education cannot be 
implemented. Thus the knowledge aspects are not fully dealt with while the attitudes and skills 
are entirely neglected. 


Integration of school health education with other subjects, such as science, social studies 
etc. is yet another common practice. When this happens, certain areas are dealt with, while some 
of the difficult and sensitive areas are left out. In addition, the teachers concerned approach it 
the same way as they do with the subjects they are familiar with. They may not even give priority 
for health aspects. This results in the attitudes, values and decision-making aspects left out. In 
addition, such an approach calls for the development of special competence in the teachers, as 
well as the provision of special teaching-learning materials, which are not readily achieved. Yet 
another mode is the teaching of health education as a separate subject with the provision of a 
separate syllabus and time allocation. This also encounters many problems because being a 
non-examination subject there is less priority for teaching. Hence, the teachers assigned to teach 
it are not well prepared and the time allocated may be used for providing extra teaching time 
for other examination subjects. If it does become an examination subject, then the cognitive 
elements are dealt with at the expense of affective and psychomotor aspects. In addition, there 
are very few qualified personnel for curriculum development, the development of 
implementation guidelines for teachers and teaching-learning materials. However, this mode 
should permit the development of knowledge, attitudes, values, skills and the decision-making 
capabilities among the students, better than any of the above mentioned alternatives. 


3.2 Why School Health Education? 


The educational intervention for health is increasingly 
the health and education personnel. It forms an integra! part ¢ 
programmes together with the technological and administrative inputs. 


hildren are considered to form the healthiest segment of the total 
ave certain health needs, although 


being recognized and accepted by both 
1 part of health, medical and dental 


Although the school c 
population, they do experience certain health problems and h 
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d needs vary from one part of the country to another, 
to another. Health problems generally bring about 
ality, self-esteem and behaviour of 


the nature and extent of such problems an 
ty 

urban to rural and from one communi 

problems in learning and school performance, affect person 


the individual or groups of children. 


The following are some of the common health problems of school children. 7- a: 
experience severe malnutrition while nearly 50% have moderate to mild problems. i 
increased physical activities together with daily travelling to and from school often adversely 
affect children on the borderline. About 80-90% experience dental caries, more than 50% gum 
trouble and about 25-30% dento-facial anomalies. Dental problems affect speech and 
personality development. Parasitic infestation is quite common, both endo and ecto parasites. 
One of the biggest killers of children below 15 years of age 1s accidents other than road accidents. 
Inability to cope with stress, both physical and mental-emotional is commonly seen among 
school children. Increased work-load coupled with anxieties and fears about failures in school 
examinations are some of the contributory factors. In addition, changes in the environment 
through rural-urban migration, fleeing from human conflicts and disaster create additional 
stress on children. School entrants often experience stress because of changes in the 
environment as well as activities. Finally, the school children also have their share of 
communicable disease problems, such as upper respiratory tract infection and others. 


It must be noted that almost all the above health problems can be prevented or controlled 
at the primary, secondary and tertiary levels, through the development of appropriate 
knowledge, attitudes and skills. 


Adolescents or secondary school children have certain unique problems. The effects of some 
of the childhood problems often get carried forward into the adolescent stage. In addition, the onset 
of puberty brings about changes in physical, mental-emotional status and social relationships. 
Nutritional problems may arise because of unmet increased demand for food and nutrition resulting 
from the growth spurt and development. In addition, rapid physical and mental-emotional changes 
together with changes in the social relations often increases stress. In their struggle to their 
individuality and freedom, they may experiment or even indulge in risk-taking behaviours such as 
smoking, alchohol consumption, drug abuse and sexual relations. AIDS and STD’s are on the 
increase among adolescents. They often become victims of sexual harassment or abuse and violence. 
Unwanted pregnancies and abortions coupled with disapproval from the older generation often 
give rise to serious health and social problems. Suicidal tendencies/cases are on the increase with 
this group resulting from one or the above problems. 


The school children form a significant portion of the total population. As such even a low 
incidence of any of the health problems can contribute to the development of a serious public 
health problem. They also live in an age of ’knowledge explosion’. Hence it is essential that 
knowledge on health matters is also provided to give the right perspective. In this context, the 
school children form a ’captive’ audience at an impressionable stage of their life. 


School children together with the school personnel form an important manpower resource 
for community health, particularly in the context of HFA/2000 and PHC. They are able to reach 
their peers, parents and community members in addition to being able to work as community 
health workers_Jn this context, WHO and UNESCO may be able to provide advocacy for the setting 
up of School Health Brigades, similar to the Boy Scouts, Red Cresent Youth and others. 


School children are also effective in child-to-child or peer group health education in and out 
of school. Their involvement and participation usually is more effective in dealing with sensitive and 
special needs of the adolescents and youth, such as drug abuse, sexuality matters, AIDS, STD ete. 
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3.3. Some Requirements 


School health education should be geared not only to develop desirable knowledge pertaini 
to health but also attitudes and skills within the context of local cultural and aus it 
should enable the students to understand the needs, problems and issues, the ec 
behavioural options available to them and make responsible decisions within the context of 
promotive, preventive, curative, and rehabilitative aspects of health. Health education 
therefore must be provided before the onset of the risk behaviours, or, the development of the 
health need or the problem concerned. , 


School health education should take into account the students’ felt needs and problems 
as well as those of the home, school and the community. According to Kunstel the chances af 
positive educational outcome diminish when curriculum development does not take into 
account community needs. According to him, assessment of community needs facilitates the 
setting of appropriate goals and objectives for school health education, the programme purpose 
becomes more specific while enabling the teachers to understand the content and methodology 
and thus, helping them to do their task more effectively. It also facilitates the involvement and 
participation of parents and community leaders and their support for more controversial issues. 


The school health education teachers should be proficient in both didactic and interactive 
methods of teaching-learning. They should also be capable of implementing a variety of 
teaching-learning methods, in addition to being good communicators. They should be familiar 
with the promotive, preventive, curative and rehabilitative aspects of health. 


Curriculum development must have the involvement and participation of multi- 
disciplinary personnel who, between them, are able to meet the above requirements. 


Evaluation of any health education programme should be based on the processes, impact 
and the outcome. The processes involve the various aspects of programme implementation 
while the impact refers to the changes in knowledge, attitudes, beliefs and skills resulting from 
the education process. The outcome refers to the ultimate achievements such as the control of 
the health problem or the satisfaction of the health needs. In school health education, however, 
the outcomes are long-term while the processes are immediate and the impact intermediate. 
Hence, school health education evaluation should realistically be confined to processes and 


impact. 


Green et al advocate the use of the PRECEDE model for school health education. They 
maintain that the problem focus allows for the setting of goals and objectives as well as evaluation 
with regard to the students’ ability to apply their knowledge, skills and decision-making to a 


variety of health problems. 


School health education should have vertical and horizontal integration in order to be 
relevant to the needs and problems of the school child and most effective in providing 
maximum support and reinforcement. In the author’s opinion, school health education 
should be in keeping with the growth and developmental stages of children. Thus vertically, 
there should be early childhood 4-9 years, late childhood 10-13 years and adolescent 14-17 
years. In terms of the school system, early childhood involves pre-school and lower primary 
(elementary) school children; late childhood the upper primary (elementary) and lower 
secondary school children; and adolescents, the lower secondary and the upper secondary 
school children. The education authorities should consider the reorganization of the school 
system based on the growth and development and resultant physical, mental-emotional and 


social needs of the school children. 
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It should then be possible to implement school health education pri oar 
strategies. For the early childhood stage, the main emphasis should be the eS 
behaviour based on psychomotor and affective domains. This may be done throug t : 
integration of health education mainly with the languages, living skills and religious/mora 
education. In the later childhood stage a problem-centred approach using the PRECEDE 
model should be used. It also helps in the preparation of children before the onset of puberty 
or the risk-taking behaviour. For the adolescents, school health education should address 
the major issues and problems of lifestyles using current trends such as holistic health, 
self-awareness, wellness, positive health etc. 


Horizontally, classroom health instruction should not only correlate with other subjects of 
the curriculum, but it should also draw on experiences generated within the context of health 
services, healthful school living and school-home-community relations for health. It should also 
draw on learning facilitated by not only in the formal setting, i.e. the classroom/laboratory but 
also in the non-formal and informal settings provided by the co-curricular activities, various 
types of health and related services as well as mass media and community services. 


Finally, school health education programmes should have the political will, expressed 
explicitly and clearly by policy statements. Normally it should have the policy support from the 
health and education agencies in the public, private, and voluntary sectors. However, 
intersectoral and inter-agency support for school health is indispensable, particularly in dealing 
with sensitive issues or for participation and involvement in HFA/2000. 


In addition to policy support, school health education should also have the benefit of a 
coordinating/administrative machinery. Such organizational machinery should be set up on an 
inter-agency and intra-agency base. School health education joint committees and school health 
units of the relevant ministries are examples of such coordinating/administrative machinery. 
Such organizational provisions need to be made not only at the national level, but also at the 
state/province, district, local/school levels. 


4. SCHOOL HEALTH EDUCATION IN THE CONTEXT OF HFA/2000 


The main social targets of governments and WHO in the coming decades should be attainment 
by all the citizens of the world by the year 2000 of a level of health that will permit them to lead 
a socially and economically productive life. Individuals, families and communities would not 


only have access to essential health care, but would also be better equipped to prevent illness, 
at home, at school and at the place of work. 


According to the Alma-Ata Declaration of 1978, primary health care is the key to attaining 
health for all. It is based on essential health care, based on scientifically sound and socially 
acceptable methods and technology. Such methods and technology are made universally 
accessible to individuals and families through their full participation. They are developed and 
maintained at a cost they can afford in the spirit of self-reliance and self-determination. 
Education concerning prevailing health problems and the methods 


of preventing them is an 
essential component of PHC. : . 


School children together with their school personnel, form an important source of 
manpower for PHC. School children with the benefit of health education at school and proper 
orientation or basic training with regard to programme-planning, communication and the 
relevant technology should be able to function as community health workers/educators in their 
own localities. One of the important aspects of PHC is the delivery of health and related services 
in the non-institutional setting by non-medical personnel. In addition, there is the sharing of 
responsibilities for health among individuals, community and the health personnel. The school 
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children are not only able to work with their out-of-school peers, but also with their families and 
communities, They could carry out baseline studies and situational analysis. They could also 
provide advocacy for services and programmes in the community. 


Involvement and participation of school children in PHC, and community work, provide 
opportunity for experiential learning pertaining to health. It also facilitates the development of 
various skills that could contribute towards the development of their maturity, status and 
acceptance by the community. 


SCHOOL HEALTH EDUCATION FOR THE PREVEN 
AND CONTROL OF AIDS rea 


School health education can play an important role for the prevention and control of AIDS 
Any school-based education for AIDS should be instrumental in promoting a broader 
understanding among school children about human relationship and sexuality within the context 
of local, cultural and social values. It should enable them to develop knowledge with regard to 
HIV/AIDS, including prevention, skills to act on the knowledge in order to be able to maintain 
a healthy behaviour and avoid putting themselves and others at risk. 


More specifically, school health education should enable the student to: 
— understand the nature of AIDS including its symptoms. 
— learn about the transmission of HIV/AIDS and the prevention of AIDS. 


— make informed decisions within the context of human relations, sexuality, cultural 
values and social responsibilities. 


— evaluate information and be able to reject inacurate information, and 


— develop appropriate attitudes towards those infected with HIV/AIDS, respecting 

their own rights to confidentiality and privacy. 

The education and school authorities should also work with students, teachers, health 
workers, parents and community leaders in promoting school health education on AIDS. School 
health education on AIDS should also include education on human sexuality, family-life, 
responsible parenthood and child-rearing. However, such efforts should have the benefit of 
political will reflected in the explicit and clearly stated policy. In addition, school-based 
education should be an integral part of the public health programmes and the national AIDS 


prevention and control programmes. 
Finally, an AIDS education programme development calls for competent planning 


involving need assessment, curriculum development techniques, a varied methodology that 
covers not only didactic but also interactive teaching-learning activities, effective 


communication and scientific evaluation. 


PROBLEMS AND ISSUES 


In order to address some of the problems and issues confronting school health educ 
following questions may be considered: 


_ What needs to be done in order to facilitate the further development of health 
education programmes at the school level, based on national policies and curriculum 


guidelines? 


ation, the 
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tion and feedback on school health education be 


How can two-way communica 
een schools and the higher level administrators and 


promoted and maintained betw 
policy-makers? 

In what way can the lack of suitable teaching-learning materials be overcome at the 
local/school, national, inter-country levels? 

In what ways can education in the non-formal and informal settings be further 
strengthened for the benefit of school health education? 

What sort of innovative in-service teacher-education programmes need to be 
developed for school health education? 

What sort of assistance needs to be developed in order to strengthen school health 
education in countries where it is currently lacking in many respects? 

How can advocacy for school health education be further strengthened in the Member 
countries? 

What minimum indicators should be applied to evaluate school health education at 
the school level? 


Annex 7 


INTRA-SECTORAL LINKAGES BETWEEN HEALTH 
EDUCATION AND OTHER PHC PROGRAMMES 


by 


Dr S.L. Leimena, MPH* 


INTRODUCTION 


I join the previous speakers in congratulating WHO for the initiative taken to conduct this 
important meeting, which is expected to come up with mutual benefits for all Member Countries 
in this region, and probably beyond. 


I reacted with enthusiasm some two months ago, when the plan to hold this meeting was 
made clear to me. As a person dealing with the development and promotion of primary health 
care activities in the country, I have been facing challenges towards the efforts to attain wider 
coverage of health care, equity and quality of basic health care, community involvement in health 
promotion and care, people-oriented health technologies, and other related matters requiring 
health information and education. It is in this context that I value this meeting as being opportune 
and appropriate to bring fresh development in health information and education into focus; in 
order to help accelerate the attainment of “Health for All” in the Member Countries of this 


region. 


As we know, in 1977, the World Health Assembly unanimously adopted a resolution 
(WHA 30.43) which stipulates that “the main social target of Governments and WHO in the 
coming decades should be the attainment by all the citizens of the world by the year 2000 of a 
level of health that will permit them to lead a socially and economically productive life”. This 
does not mean that by the year 2000 everyone is healthy, but rather that pre-requisites for health 
will be made available to all communities. With regard to the achievement of this goal, it is stated 
further that health has to be attained, and cannot be imposed. This means that the move towards 
the goal of HFA 2000 depends not only on new medical discoveries, but primarily on changing 
social institutions and changing the behaviour of groups and individuals. The primary barriers 
to achieving “Health for All” are not physical or biological, but are interpersonal, social and 


cultural behaviour. 


* Director-General for Community Health, Ministry of Health, Jakarta, Indonesia 
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David Jenkins, the scientists who are most needed to assist 
nations in reaching the goal of Health for All, are those who can mobilize and direct eal 
for change in cultural norms and expectations, change in the attitude and behaviour of groups 
and individuals and change in the systems by which health services are delivered. Answers to 
the problems of inadequate distribution of existing medical resources are not likely to come 
from biological research. Rather, the answers can only come from the behavioural sciences, 
such as psychology, through which the values, goals and behaviour of political leaders, health 
officials, community authorities, medical personnel, and the general public can be modified in 
ways that will promote “Health for All”. 


Therefore, as mentioned by 


The Alma-Ata Conference on Primary Health Care in 1978, declared that “people have 
the right and duty to participate individually and collectively in the planning and implementation 
of their health care” and the “education concerning prevailing health problems and the methods 
of preventing and controlling them” was the first of eight essential activities in primary health 
care. As mentioned in the report of a WHO expert committee on new approaches to Health 
Education in PHC, science and technology today can contribute to the improvement of health 
standards only if people themselves become full partners of health care providers in safe- 
guarding and promoting health. Also, to make good use of existing knowledge is more urgent 
than to generate additional knowledge and new tools. This is particularly important in the light 
of the large increases in medical expenditures in recent years, and because of the logistic 
limitations to the provision of adequate health care to the majority of the world’s population. 


Therefore it is not by chance that education was given special attention in the Alma-Ata 
Declaration and that the WHO Global Strategy for Health for All by the Year 2000 constantly 
refers to educational activities as the very best way of encouraging people from all walks of like 
to participate in health care and of making them the true artisans of health and development. 


Most of us have witnessed the growing concept of health education. It shifts from the model 
of merely “telling people” to “motivation”, followed by “social intervention” and lately by 
“human ecology approach”. Furthermore, the term is often used interchangeably with health 
prevention, health promotion, improving health literacy, social mobilization and social 
marketing. Operationally, health information and education is the essence in a variety of 
activities; i.e. : mass media campaign including management of mass panic and public crisis (as 
in the case of poisonous biscuits in Jakarta), education on healthy life style (as associated with 
nutrition, smoking, cancer and heart diseases), health advocacy for political commitment (such 
as family planning support programmes), Health for All leadership development, school health 
cadre training (as shown in “little doctor” project in Indonesia), training of community leaders 
and health volunteers for community based health efforts, community involvement in health 


problems management, development of self-care and self-help groups, and development of 
people oriented health technologies. 


All these phenomena show that the conventional method of “telling people” is now 
broadened with more concrete actions to mobilize the “inner potentials” of the people in coping 
with health problems; based on the principle of self-help and self-reliance. In other words. we 
have realized that knowledge alone, without adequate supportive systems and facilities a ct 
enough to lead people to health actions. 


Having highlighted the essential role of health education in PHC as well as in the global 
strategy for HFA 2000, this paper will expose some main points related to the intra- 


linkages between health education and other PHC programmes. cuales 
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HEALTH EDUCATION IN PRIMARY HEALTH CARE 


Before we discuss some of the main points related to the intra-sectoral linkages between health 
education and other PHC programmes, let us look at the basic idea of health education related 
to PHC. Health education in PHC goes far beyond “education concerning prevailing health 
problems”. Education must stimulate the individual, family and the community to participate 
actively in the problem solving process. In other words, it means that it is part of human resource 
development, in the sense that it includes enhancing the educational skills of health and health 
related workers. 


A deeper look at these activities brings us to the issue of the involvement of health care 
providers. They hold a major key to improve health literacy and health promotive actions. They 
must be effectively prepared to perform their tasks as facilitators and partners of society or 
community whom they work with. To ensure the appropriateness of health policy, the expressed 
needs of people must always be considered. Therefore, readiness and skills to listen to people 
must be developed among health professionals and practitioners. In view of these major new 
and redirected efforts of health education, there is a need to strengthen the capacity of health 
providers in performing health education and in developing individual, family and community 
skills for self-reliance and for acceptance of responsibility to take appropriate health action. 
This community involvement is one of the features distinguishing primary health care from basic 
health services. 


The other feature is the multi-sectoral approach to health development. Health education 
needs to strengthen its multi-sectoral approach and to increase coordination of health education 
efforts through appropriate technology. Just as there is a need for collaborative efforts between 
the ministries of health, social welfare, education and culture, agriculture, public works, 
information, etc., to strengthen primary health care programmes, several agencies with expertise 
in education and communication capabilities and infrastructure have to orchestrate their 
activities to further strengthen the information dissemination system and community 
participation. 


LINKAGES BETWEEN HEALTH EDUCATION AND 
OTHER PHC PROGRAMMES 


Linkage in this context signifies the degree of inter-personal or inter-group connection or the 
extent to which mutual communicative relation exists between two or more parties. The more 
linkages there are and the stronger these linkages are, the more effective will be the contact and 
exchange of information and the greater will be the mutual cooperation. In order to be effective 
as disseminators and helpers in the innovative process, health education units need to develop 
reciprocal and collaborative relationship not only with a variety of potential PHC programmes, 
but also with large and diverse groups of other sectors dealing with education or dissemination 
of information. It also needs to have successful internal linkages with itself and among its 


members. 

In addition to the direct linkage between the health education unit and the PHC 
programmes, health education units need to have linkages with decision-makers and top level 
administrators who have decisive roles in the decision making process in PHC programmes. 
Some factors which account for the linkages are: structure, openness, capacity, rewards or 


reinforcement, proximity, and synergy. 
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Structure 


e Health education units should h 
respected and listened to by the programmes. 


ave a significant status in the organizational structure to be 


e Tobeeffective, the health education units need a degree of structure in terms of meaningful 
division of labour and coordination of effort. It should be organized into a “system” which 


functions as a whole. 


e Health education units and the PHC programme units should be able to understand the 
subsystems of each other and how these subsystems are inter-related. 


Openness 


Openness means readiness to give and to receive information. This is fundamental to effective 
collaboration. It is a prerequisite to linkage and a necessary complement to structure. As 
mentioned above, effective collaboration should be open, in the sense of being flexible. To a 
degree, there is a trade-off between openness and structure in a good strategy, but the two 
factors are not necessarily contradictory, 1.e., the best structured strategy has built-in flexibility 
and openendedness. In reality, openness is easy when it relates to problems, but it is very difficult 


when it is something to do with resources. 


Capacity or Competence 


Generally speaking, the more power, prestige and capital possessed by the health education 
unit, the more effective it will be as a resource and as a diffuser. If the health education unit 
possesses a high degree of intelligence, education, power and wealth, it will then have the ability 
to summon and invest diverse resources. It will be able to plan and structure its activities on a 
grand scale over a long time span to produce high performance products. This in turn will 
develop a favourable attitude among PHC programme units towards the health education unit. 
One important ingredient of capacity is: self-confidence, a feeling that one has the capacity. 


Reward or Reinforcement 


It is a fundamental psychological fact, that rewarded behaviour tends to be repeated. For health 
education units, these can be in the form of recognition by programme units batishaction in 
creating something that works, feedback from a satisfied client, or the feeling that it has done 
a good job. For the different programme units, it can be in the form of relative advantage to 
indicate the value return in proportion to investment of money, time and effort. ‘ 


Proximity 


Proximity is one of the factors which makes linkage more possible and hence more probable 
When we live as neighbours, when we bump into one another and have the chance : scone 
and stimulate one another by reason of being in the same place at the same time. we will 
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inevitably learn from one another. Hence, programme units wi imi 

education units are more likely to use it. Ane which is al sep: eee a 
likely to be used. This generalization applies to people and things, but also, at least by a aon 
to the thinking processes (familiarity, similarity, etc.). As noted earlier health duce 
should be proximate to other PHC programmes, both geographically at sychologicall en 
the programme units could perceive it as accessible. si mae 


Synergy 


Synergy is defined as “exerting force together or in combination, or upon the same point”. In 
this context, the degree of the synergistic action influences the linkages between the health 
education unit and other PHC programme units. 


By experience we know that the strengthening of the health care system with increased 
capacity for information and education for health needs intrasectoral collaboration. This 
collaboration can only materialize if there is a consistent commitment between the parties 
concerned. The health education structural unit should also serve as a resource unit in 
generating a combined effort intrasectorally aimed at increasing social actions for health. A 
strong commitment expressed by a higher official usually brings positive support from others. 


Intrasectoral collaboration could also be maintained through the pressure groups. In 
Indonesia, the anti-smoking campaign is managed under a team consisting of representatives 
from the units of Food and Drug Control, Health Education, Community Participation, Public 
Information and Family Health. This team works closely with private organizations which serve 
as pressure groups. 


Intrasectoral collaboration within the health sector itself is essential to formulating and 
presenting unified health messages. The establishment of focal points is imperative. The 
placement of focal points may vary from country to country, either within a definite unit or as 
a team work between educational units in the health sector. Whatever its structural location, 
however, its responsibility and accountability must be clearly defined. The focus of health 
education responsibility should have ready access and close working relationship with all 
technical services and programme areas in health. 


For planning purposes, a close relationship has to be maintained between the health 
information and education focal points with the planning bureau, research institutions and data 
centre. In the implementation of health information and education, all units dealing with 
educational activities; i.e., training institutions, public education units, health education units 
and other technical service units, such as of maternal and child health and communicable disease 
control, should form a good team and work with clearly defined tasks to avoid duplication, and 
to increase efficiency and effectiveness with unified health messages and strategies. For 
f health information and education activities, close partnership 


monitoring and evaluation o > partne 
formation system and health research institutions. 


should be maintained with management in 
and control, intrasectoral linkage should be maintained 
l, health education and public relations and other 


technical service units, such as family health, school health, hospital care and community health 


In this effort, however, problems can arise from the lack of awareness about the 
s among leaders of different units. The health 


As regards AIDS prevention 
between communicable diseases contro 


service units. 
importance of preventive and promotive measure 
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and together with the related units develop and 
rk can serve as a guide in further planning, 
d integrated control and prevention of AIDS. 


education unit should first “sell” the ideas 
formulate a common framework. This framewo 
implementation and evaluation of the collective an 


It is clear that intrasectoral linkages can help develop integrated strategies for health 
promotion and education as an essential element of PHC, and in strengthening the required 
‘nfrastructure and resources at all levels. It can also improve efficiency in training programmes 
for health manpower and the use of mass media for social marketing, health advocacy and 
education for health. It does help society and communities in catching the essence of 
information due to the unified messages developed by intrasectoral effort. It will also promote 
documentation of experience and data regarding health information and education and its 
dissemination through different programme service channels, including mass media by applying 
multi-media approach. . 


INTER-RELATION AMONG FACTORS 


There are some overlaps and some inter-relations between the factors mentioned above. For 
example, proximity seems to be highly related to and perhaps a precondition for linkage, as is 
openness. Rewards seem to be another precondition for effective linkage but are, in turn, an 
outcome of structure. 


There also appears to be a few contradications among those factors. Structure, for 
example, can be stifling if it is not flexible and does not allow for openness. Openness, on the 
other hand, can lead to chaos if there is no structure. Clearly, there must be a trade-off between 
these two. 


To conclude, health information and education as an effort to convince the target 
population and generate social actions required in overcoming certain health problems, should 
be prepared thoroughly at intrasectoral level to avoid inefficiency, to increase effectiveness and 
coverage of the effort and to consistently convince the target population about the importance 
of their involvement in combating their own health problems. 


Annex 8 


HEALTH CHALLENGES FOR THE YEAR 2000 
Health Promotion for the Prevention of AIDS: 
A Framework for Action 


by 


Dr Rosmarie Erben, Ph.D* 


SUMMARY 


This article examines how the concept of health promotion can be of value to professionals who 
have a special responsibility to promote the health of young people and adults. What does it 
mean to address the issue of AIDS within the broad concept of health promotion? A key 
message of health promotion is that health cannot be ensured by the health sector alone. The 
confrontation with AIDS — the new global threat to health — and the response to it with the 
Global AIDS Strategy have underlined the necessity for a broad involvement of many different 
sectors of society. Health promotion needs a comprehensive strategy of action oriented towards 
the development and implementation of various measures concerning the prevention of 
HIV/AIDS. The five activity areas of the Ottawa Charter for Health Promotion provide a 
framework to introduce concrete examples of good practice. The main objective of these 
activities is the development of personal skills that will enable young people and adults to make 
choices conducive to health, to cope with problems, to find imaginative solutions and to become 
aware of the interdependence that exists between all individuals. This means involvement and 
participation. In turn, participation opens up on a broad perspective of community action, of 
supportive environment, and of social public policy. This is the framework of action that the 
health promotion concept can provide. 


INTRODUCTION 


During the last four years we have seen an unprecedented mobilization in all countries around 
the world in the fight against AIDS. 


The World Health Organization, which is responsible for directing and coordinating 
international health work, has been in the forefront in promoting this mobilization. It created a 
Global AIDS Strategy in 1986, which was unanimously approved by the World Health Assembly 
and endorsed by the United Nations General Assembly the following year. The strategy has been 
put into action by the Global Programme on AIDS, which is now collaborating with 158 countries 
to develop national AIDS programmes. Since the start of these programmes, more and more 


*Focal Point for Health Promotion in the Global Programme on AIDS, World Health Organization, Geneva 
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ional, regional and 
groups and organizations have joined in efforts to prevent AIDS on ig gt eae lata 


community levels. a - 
i ide was the London Deciaration on 
t step in marshalling resources worldw Li 
Be i, wlopted int anuary 1988 by the World Conference of Ministers of ae It a - 
‘nformation and education are the “single most important component 0 genes fe 
programmes” and should address both the general public and specific target a : ng 
account of social and cultural patterns, different lifestyles and human and spiritual values”. 


No less forceful was the appeal of the World Health Assembly which urgently called upon 
Member States, last year, “to develop strategies for health promotion and health education as 
an essential element of primary health care and to strengthen the required gnieaateucyee and 
resources at all levels”. It stressed that information and education on health matters “are vital 
for social policies supportive of health promotion and public health development, for loses 
intersectoral cooperation, and for ensuring people’s participation in achieving Health For All”. 


The Pandemic is Still Gaining Momentum 


At this point, it may be useful to look briefly at statistics and see where we stand. During the 
past decade, over eight million people became infected with HIV, about 800 000 people 
~ developed AIDS and over 300 000 died. HIV is continuing to spread, increasingly rapidly in 
some populations already affected, especially in Africa, Latin America and the Carribean, while 
new areas are being reached, such as Eastern Europe, the Middle East and South-East Asia. 
The spreading of drug use threatens to expose more people to explosive HIV spread, and last 
but not least, there are well over 100 million new cases of sexually transmitted diseases in the 
world each year: they represent an enormous potential for the sexual dissemination of HIV. 


The global epidemic of AIDS continues to gain momentum and the gap is widening 
between the growth of the epidemic and what is being done - or can be done - for prevention 


and control. Many societies are already facing major difficulties in meeting critical needs for 
health and social services. 


WHO believes the world’s struggle with AIDS during the 1990s will be much more difficult 
than during the 1980s and predicts that by the year 2000, six million AIDS cases may have 
occurred and 25-30 million men, women and children are expected to be infected with HIV. If 
HIV spread accelerates, especially in Asia, our estimates will be too conservative. | 


People from different cultural, religious, social 
of spheres. Today, a person who lives in India m i ; 
to study in England and later get a job in Malaysi yrs sot) may deeete 


exchange of information, products, services and people. 


Policy makers and educational authori 
sensitivity” to avoid discussing sexuality. 
norms but we must also meet their dee 


A ties often refer to the concept of “cultural 
n a ‘ must respect people’s beliefs and cultural 
P need for knowledge and guidance in avoiding risk 


a 
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situations. We must therefore ask ourselves: What are the strengths in our culture that can be 
used for effective HIV and AIDS education? What are the barriers in our culture to effective 
HIV and AIDS education and how can these be overcome? 


Besides the cultural factor, there is another factor which affects AIDS and that is povert 
Poverty is not directly associated with HIV transmission but it is associated with the — of 
health and social services and must be recognized as a co-factor. Poverty does not apply onl 
to differences within countries, but between countries as well. The gap between the North bad 
the South, between the industrialized and developing countries, is widening. Whether we 
consider the cost of new drugs such as AZT, or the availability of health care, the discrepancy 
is alarming. The cost of treatment for 15 people with AIDS in the United States is higher than 
the average national budget for AIDS in developing countries. 


This, then, is a brief overview of the global situation in the fight against AIDS. We must 
mirror it against the changes that have occurred, the progress achieved in teaching men and 
women to protect themselves and others, and the movemenis of solidarity that have expressed 
themselves everywhere. A foundation for successful action has been laid. How can we further 
build on it? 


A Broad Concept 


This article examines how the concept of health promotion can be of value to professionals who 
have a special responsibility to promote the health of young people and adults. What does it 
mean to address the issue of AIDS within the broad concept of health promotion? 


Health promotion has been defined as the process of enabling people to increase control 
over their health, and to improve it. 


This process places emphasis on personal participation, supportive environments and the 
shared responsibility of all sectors in improving individual and collective health. 


Health promotion puts health on the agenda of policy makers at all levels; it demands that 
health aspects be taken into account in shaping public policy and reminds those who shape it 
that they are responsible for the health consequences of their decisions. Health promotion calls 
for efforts to create supportive environments; it urges a redelegation of responsibilities in health 
through the strengthening of community action, it emphasizes the importance of developing 
personal skills and enabling people to exercise more control over their health and their 
environment; last but not least, it calls for a reorientation of health services which need to be 
sensitive to the total needs of the individual as a whole person. 


With the advent of AIDS, health promotion has taken on a sense of urgency. People 
realized that controlling AIDS was not only a matter of controlling a virus. AIDS is inextricably 
linked with behaviour. And at present, our only tool for influencing its epidemiology 1s to 


influence behaviour. 


for action, focussing on the five key 


Health promotion offers a very practical framework 
ucation has accumulated decades of 


areas mentioned earlier. In the first action area, health ed 
experience. 
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Developing Personal Skills 


nformation, education and communication as the tools to provide 


This action area highlights 1 dividuals and groups. 


the necessary knowledge base for informed choices by in 


i i d quite a few goals. Many target groups 
DS information campaigns have already score rol 
have i Eaned with basic knowledge on AIDS and the prevention of HIV transmission 


during the global mobilization phase in recent years. 


What does the average individual know about HIV transmission and AIDS? Most kes 
carried out in various cultural and economic contexts reflect misconceptions and ia y le 
confusion. “AIDS is exaggerated by newspapers and television. Timp is not Beene? em... t is 
a plot by condom producers in alliance with doctors...”. These are some 0 ays Saat 
expressed. Knowledge is no better when it comes to HIV infection through the use o 
contaminated injecting equipment. 


This situation pinpoints the value of providing information at an early age. In one African 
country during a focus group discussion, young girls of twelve berated educational authorities 
for not providing them with information. “Every year”, they said, “a few girls are expelled from 
school because they get pregnant; you give us no sex education and tell us nothing about 
condoms, sexually transmitted disease, or pregnancy.” Educational authorities had previously 
stated that it was culturally inappropriate to talk about condoms to young people in the 
classroom. As a result of the discussion, educators were asked to develop a programme 
including information about sexuality and condoms. 


The need to reach youth in school and develop knowledge as well as lifestyles conducive 
to health has been recognized by WHO and UNESCO as “vitally important”. Guidelines have 
been developed, both for policy makers and teachers, and seven school pilot projects were 
started in Jamaica, Fiji, Mauritius, Ethiopia, Sierra Leone, Tanzania and Venezuela. 


Carrying out studies on knowledge, attitudes, beliefs and behaviour and linking the results 
to information and education activities is a must when it comes to AIDS. We need programmes 
that are informed by research — research that is relevant, adequate and flexible; research that 
provides timely answers to questions and leads to activities in tune with reality. 


Education must be rooted in the possible. Take the education of women, for instance. What 
may be the consequences for the monogamous married woman, of introducing safer sex 
practices into her relationship? How does the professional sex worker protect herself when 
clients reject the use of condoms? Recognition of risk behaviour was one of the four themes 
covered by a recent New York City campaign. With AIDS being the leading cause of death 
among women aged 25-34, a print - radio - TV campaign was developed with four female groups 


in mind: adolescent women, with emphasis on the peer influence: 


; women as parents and the 
importance for parents to talk openly about the problem with their children; sexually active 


women who were encouraged to assume responsibility for self protection; and women in 
long-term relationship who may need nevertheless to take appropriate preventive action. 


The process of “ 
information and enhan 
and it needs the invol 
promotion. 


enabling people to increase control over their health” 
cing life-skills is at the heart of health promotion. The task 
vement of the people. This leads to the second action 


by providing 
is challenging 
area of health 
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Strengthening Community Action 


From the beginning it was realized that people needed to be brought into full partnership i 

efforts to control the spread of HIV infection. Such a partnership must be built on conten . 
and competence: confidence that change is possible and desirable, and competence to me 
health in a self-reliant manner and in a context of community responsibility. - 


Community action groups can play a crucial role in this respect. They can help to develop 
appropriate strategies to deal with the issues that the people themselves feel are important. They 
can pressure governments to change laws and reorient budgets to ensure that funds are allocated 
for AIDS prevention and care. 


Increasing participation of nongovernmental groups, particularly at the community level 
is a must. Health workers have a responsibility in helping to coordinate intersect 
collaboration and in strengthening the consensus of the community with regard to HIV and 
AIDS education. 


An important determinant of collaboration is the degree to which various groups and 
sectors perceive the possible benefits they can derive for themselves. Mediating between 
conflicting interests represents a major strategy of health promotion. Instead of asking, “How 
can we design a programme so that it is acceptable to the community”, we should ask,“How can 
we involve all sectors of the community so that an effective programme can be developed?” 


Among the many initiatives reported at community level, two can be singled out: TASO 
and Helpline. 


The AIDS Support Organization (TASO) is the first organized community response to 
the AIDS epidemic in Uganda. Founded three years ago, TASO now provides care, counselling 
and support to over 2000 people with HIV infection or AIDS, and their families. Many TASO 
staff and volunteers are themselves people with HIV or AIDS. They embody the organization’s 
commitment to “living positively with AIDS”. Recently they produced a video to encourage 
other individuals, groups and organizations to take up the challenge of responding to the reality 
of AIDS within their own communities. 


With “Helpline” we have another type of community response. The service was devised 
by a private group in the UK to enable people to obtain, by telephone, confidential answers to 
questions on AIDS. It was started following a BBC awareness campaign on AIDS. The benefit 
was soon obvious and the initiative developed rapidly, with funding from the UK’s Health 
Department. It operates currently 60 telephone lines functioning 24 hours a day, 7 days a week. 
In Britain as in other countries where similar services exist, helplines offer the possibility to 
discuss worries and is less embarrassing than face-to-face contact; it is accessible from home, 
immediately, and is geared to the caller’s personal situation. It has proven a low cost mechanism 
to complement effectively media campaigns. 


One sector of the community which has a major responsibility in AIDS prevention is 
Industry. There are many good projects undertaken in this field. One well thought-out example 
comes from Brazil: Ze Cabra — a popular little clay figure portraying a construction worker - 
knew for a long time that he must protect himself from accidents by wearing his safety helmet 
and boots. Now - following a major health awareness campaign aimed at construction workers 
_ Ze Cabra knows that a builder must also protect himself from accidents in lovemaking by 


wearing a condom. 
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private sector initiatives. There is no doubt that 
ficant role to play in AIDS control and prevention, 
of care, counselling, education and support. 


These are encouraging examples of 
non-governmental organizations have a signi 
especially in pioneering community-based forms 


Support is another action theme of health promotion and one of particular importance. 


Creating Supportive Environments 


The need to change social attitudes towards individuals who are infected with HIV or have 
AIDS and to promote a more positive environment is high on the list of health promotion 
priorities. A main objective indeed is to establish closer communication between those affected 
by the virus and the part of society that defines itself as healthy. " 


A recent study concerning women and AIDS revealed cases where HIV-infected or AIDS 
female patients were denied medical assistance; others were rejected by their family and friends 
or forced to leave their jobs. Zimbabwe Women’s AIDS Support Network is one example of 
women getting together to overcome the prejudice and blame associated with AIDS, gain 
confidence to fight the disease and suggest some possible means to do so in a society where 
women have little control over the sexual behaviour of their men. 


In the Dominican Republic, voodoo priests are being enlisted in AIDS prevention. Their 
secret societies, the Gagas, are very influential and their involvement in the distribution of 
condoms promotes a receptive attitude towards safe sex behaviour. 


The theatre is also proving to be an important ally in fighting discrimination and stigmatiza- 
tion. “One of our sons is missing”, a play about AIDS written and produced in the Carribean, has 
had a definite impact in dispelling misinformation about the danger of contact with AIDS patients 
and promoting a positive response to the idea of support for people infected with HIV. 


An important aspect of supportive environments is “take the healthier choice the easier 
choice” and to facilitate non-risk behaviour. In the case of AIDS, easy access to condoms - 
whether distributed through automates or traditional healers - is one key to prevention. 


Zaire provides a good example of what can be done to promote safe sex practices with a 
social marketing approach. Through a donor-subsidized programme using private sector 
techniques to sell contraceptives via commercial channels, the per-month sales of condoms was 


boosted in less than a year from 7 600 units to 300 000. Pharmacies were the main channel used 
by the programme which aimed to reach men. 


The fourth action area of health promotion is concerned with the need to rethink and 
broaden the scope of health services. 


Reorienting Health Services 


Several key issues are involved here with regard to AIDS. First, the prevention and control of 
HIV infection must be closely tied with existing health structures. In the front line are services 
for maternal and child health, family planning and sexually transmitted diseases, which need to 


re-examine their policies and ensure that HIV and AIDS activities are integrated in their own 
programmes. 
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oa A second important issue concerns access to safe blood supplies and safe medical 
injections. This must be guaranteed. We should remember that in the developing world, most 


blood transfusions are given to women and young children in connection with childbirth and its 
complications. 


The third issue concerns training. Too often, health workers without adequate professional 
preparation, support or time, are expected to carry out effective HIV and AIDS education 
Training should focus on methods that promote participation and discussion in order to dispel 
inaccurate or frankly misleading information. It should include sessions which allow participants 
to examine their own views on sexuality, illness, human relationships. 


An imaginative and successful initiative in meeting client needs is Sydney’s AIDS bus 
devised as a means to make health services easily accessible to male and female prostitutes and 
intravenous drug users. The bus service offers AIDS education; direct street support in the form 
of condoms, needles and syringes; medical care; counselling and confidential HIV antibody 
testing if requested. The bus runs seven nights a week from 8 p.m. to 2 a.m. and receives an 
average of 1 000 visits per month. Twice a week, after 1 a.m. the bus staff go to bars to discuss 
problems with clients in their own environment. 


On a broad level, there is no doubt that health services need to be more sensitive to client 
expectations. This is crucial when we deal with AIDS. Too often, health care is given from the 
perspective of the health care providers irrespective of how appropriate this may be for the 
patient. Yet, what patients need most, very often, is attention, understanding and support. 


Health promotion makes it clear: the goal of Health for All cannot be achieved by the 
health sector alone. This leads to the important action area dealing with public policy. 


Building Healthy Public Policy 


Health promotion goes beyond health care. It aims to combine complementary approaches 
including legislation, fiscal measures and organizational changes leading to health and social 
policy that foster greater equity. 


As mentioned earlier, health promotion puts AIDS on the agenda of policy makers, in all 
sectors and at all levels. Indeed, unless a political will exists to provide an effective framework 
for AIDS prevention, progress is not possible. This means, discouraging discrimination by the 
general public, ensuring anonymity, offering clear preventive messages and ensuring the general 
availability of resources. 


One “hot” issue on the agenda of policy makers includes the provision of alternatives to 
sex-for-money. Promoting income-generating projects and adequate training for prostitutes is 
being explored by governmental and nongovernmental organizations as the only meaningful 
solution. In some countries, sex workers who test positive are encouraged to drop their 
professions and to engage in other activities for which they receive training. 


e need to protect human rights and the 
S. There are unfortunately still too many 
nging from mandatory screening to 
d a tragic lack of solidarity. 


But perhaps the most sensitive issue concerns th 
dignity of HIV-infected people and of people with AID 
reports reaching WHO on discriminatory measures, ra 
exclusion and detention. These reflect misconceptions, fears, an 
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as unanimous in condemning such attitudes and drawing 
the attention of Member States, and others concerned, to the dangers of discriminatory action 
to the health of everyone. This leads straight to the need for policy decisions to de t : 
confidentiality of HIV testing and to promote the availability of confidential counselling an 
other support services to HIV-infected people and people with AIDS. 


The World Health Assembly w 


Here, health workers have an important advocacy role to play. 


Conclusion 


In conclusion, health promotion offers opportunities for a broad-based health oriented action. 
It aims to increase the capacity of people to deal with adverse health situations. 


‘™~ 
A main objective is the development of personal skills that will enable people to make 
healthy choices, to cope with problems and find imaginative solutions. This means involvement 
and participation. In turn, participation opens up on a broad perspective of community action, 
supportive environments, efficient and humane health care, and of sound public policy. To 
enable, to advocate and to mediate are the three strategies underlying health promotion. 


In the case of AIDS, it is directed against the stigmatization and social disadvantage 
experienced by those affected by the disease and reminds us of the interdependence that exists 
between all individuals. 


“Protect yourself, protect your friends, keep AIDS out of our gang” is the main theme of 
an animated film which is rapidly reaching street youth around the world. There are millions of 
children trapped by poverty, exploited as cheap labour or sexually prostituted, who are highly 
vulnerable to AIDS. The World Health Organization has given its support to this project, 
initiated by Street Kids International and the National Film Board of Canada. Accompanying 
the film is a user guide and a comic book. One important purpose is to break new ground and 
push back the thresholds of tolerance. 


But perhaps one of the most moving expression of solidarity is the Names Project, which 
started in California three years ago. The initial quilt has developed into more then 10 000 quilts 
from nearly 20 countries and 50 States of America. The panels are contributed from all walks 
of life, from families, lovers, and friends of those who have lost someone to AIDS. On World 


AIDS Day, the Names Project officially became an international project and is helping to touch 
people in a new way. 


Tolerance, equity and solidarity stand out as three leitmotivs in mobilizing human 
resources to meet the global challenge of AIDS within the final objective of Health for All. 
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